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Parental cancer has a strong influence on the psychological well-being of children at all 
ages. Children and adolescents whose parents have more distress and advanced disease tend to 
have lower rates of healthy psychological adjustment. Children from the U.S. Latino/a 
population may face additional challenges, such as racism and acculturative stress that 
compound the stress of having a parent with cancer. At the same time, facets of the Latino/a 
culture may play a crucial role in how Latino/a adolescents adapt to parental cancer, specifically 
the Latino/a cultural values of familismo (familism), espíritu (spirit), and respeto (respect).  
 This cross-sectional study examined the relation of Latino/a cultural values to coping 
and psychological adjustment among adolescents and young adults (AYAs). Specific aims were 
to examine: 1) the associations between AYA’s stress and coping responses and psychological 
adjustment to their mother’s cancer; 2) the direct and moderation effect of three Latino/a cultural 
values –familismo, espíritu, and respeto –on the coping-adjustment association; 3) the effects of 
age and gender on coping responses, cultural values, and psychological adjustment outcomes; 
and 4) the associations between severity of the parent’s cancer and the parent’s level of distress 
with AYA’s psychological adjustment.  
 The sample included 38 Latino/a AYAs who were coping with their mother’s breast 
cancer (n=24). AYAs and mothers completed questionnaires in English or Spanish in-person or 
 
 





by mail. A subsample of seven AYAs completed an optional interview. Psychological 
adjustment was measured by symptoms of depression (Center for Epidemiological Studies 
Depression Scale (CES-D; Eaton et al., 2004; Faulstich et al., 1986) and anxiety (adults: 
Generalized Anxiety Disorder scale; Spitzer et al., 2006; AYAs: Spence Children’s Generalized 
Anxiety Scale, Spence, 1998). Stress appraisals and coping responses were measured with six 
subscales from the Response to Stress Questionnaire (RSQ; Connor-Smith et al., 2000) and the 
religious subscale from the Brief COPE (Carver, 1997); Latino/a cultural values of familismo and 
respeto were measured with the Mexican-American Cultural Values Scale (MACVS; Knight et 
al., 2009); the espíritu value was measured with the Systems of Belief Inventory (SBI-15; 
Holland et al., 1998). 
  Results demonstrated that stress appraisals and the coping responses of secondary 
control, disengagement, involuntary disengagement, and involuntary engagement coping were 
positively correlated with symptoms of depression and anxiety. The Latino/a cultural values of 
familismo and espíritu were associated, both directly and indirectly, with fewer symptoms of 
depression and anxiety. Higher endorsement of these values was associated with lower 
symptoms of depression and anxiety and greater primary control and religious coping use. 
Protective patterns of familismo and espíritu were evident in their interactions with coping 
responses. At higher levels of familismo, secondary control coping was negatively associated 
with symptoms of depression, but at lower levels of familismo, secondary control coping was 
positively associated with symptoms of depression. A similar pattern was also found for the 
espíritu value with both primary and secondary control coping. However, this buffering effect 
was less evident for involuntary modes of coping (disengagement and involuntary 
disengagement coping). AYAs whose mother was in active treatment had greater anxiety. Age, 
 
 





gender, severity of mother’s cancer and mother’s distress were unrelated to coping or adjustment 
outcomes.  
The findings suggest that Latino/a AYAs experience significant distress, but those with 
higher levels of familismo and espíritu may fare better than those with lower levels of these 
values. The creation of psychosocial interventions for Latino/a AYAs should incorporate or 
strengthen Latino/a values, however, these culturally tailored interventions need to be based on 
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According to data from over 13,000 adults that participated in the United States National 
Health Interview Survey (NHIS) between 2000 and 2007, nearly one-fifth of newly diagnosed 
cancer patients in the U.S. (18.3%) are parents to minor children and 14% of U.S. cancer 
survivors have minor children in the household (Weaver, Rowland, Alfano, & McNeel, 2010). 
Recent reviews of the impact of parental cancer on children have demonstrated that parental 
cancer negatively impacts the psychological well-being of these children (Krattenmacher et al., 
2012; Morris, Martini, & Preen, 2016; Purc-Stephenson & Lyseng, 2016). Children whose 
parents have more advanced disease tend to have lower rates of healthy psychological 
adjustment than children whose parents have early stage cancer (e.g., Huizinga et al., 2005). In 
addition, a parent’s own distress negatively impacts their children’s psychological well-being 
(Bultmann et al., 2014). Further, the literature relies on homogenous samples of mostly White or 
European children coping with parental cancer	
 Latino/a cancer patients with minor children account for 7.8% of the adults with cancer in 
the NHIS survey (Weaver et al., 2010). Cancer is now the leading cause of death in the U.S. 
Latino/a population (Siegel, Naishadham, & Jemal, 2012) and Latinos/as tend to be diagnosed 
with late stage cancers and have high mortality rates when compared to non-white Hispanics 
(American Cancer Society, 2016). As will be discussed below, there is only one study of 
Latino/a children coping with parental cancer and it was conducted in Puerto Rico (Costas-
Muñiz, 2012). Further, given that the Latino/a population is the largest minority population in the 
U.S. there is a need to understand how diseases, such as cancer, impact patients and their 
families to provide cultural competent psychological services. Thus, there is a need for 
 





psychological research examining how Latino/a children cope with parental cancer and the 
psychological factors that might optimize coping and adjustment.  
 Latino/a children in the U.S. may face additional challenges than non-Hispanic White 
children that compound the stress of having a parent with cancer. They are more likely to 
experience additional stressors of poverty and racism compared with ethnic majority 
counterparts (Zimmer-Gembeck & Skinner, 2008). Poorer Latino/as have less access to mental 
health services in both English and Spanish, may be less able to afford mental health services, 
and feel greater stigma about using mental health services (Snowden & Yamada, 2005). Given 
these additional challenges, the stressors of having a parent with cancer may overburden coping 
abilities. However, there is little research on how Latino/a children adapt to a parent’s cancer. 
  Culture may play a crucial role in how Latino/a adolescents cope with their parent’s 
cancer. Culture has been related to coping across multiple stressors (e.g., deviant peers, Germán, 
Gonzales, & Dumka, 2009; daily stress, Kim, & Seidlitz, 2003). Nevertheless, much of the 
coping literature that considers cultural influences or focuses on ethnic populations includes 
studies of Asians and Asian Americans, Africans and African Americans, with minimal research 
and information with Latino/a Americans (Kuo, 2011).  
The cultural values included in this study are well-known by professionals, community 
and government organizations that work with the Latino/a community in the U.S. (e.g., Center 
for Disease Control, 2011). Familismo has been described as a Latino/a cultural value that 
emphasizes obligation, family devotion, family support and obedience (Stein et al., 2014). 
Respeto refers to appropriate deferential behavior towards others based on factors such as 
authority, age, and sex (Parra-Cardona, Córdova, Holtrop, Villarruel, & Wieling, 2008) and 
espíritu is the cultural value of spiritual beliefs and faith in a higher power. These three cultural 
 





values – familismo, respeto, and espíritu – may impact coping responses, psychological 
adjustment to parental cancer, and/or moderate the association between coping responses and 
psychological adjustment.    
This study examines how Latino/a adolescents and young adults (AYAs) cope with 
parental cancer, focusing on culture-specific predictors of coping and adjustment. Specifically, 
how the Latino/a cultural values of familismo (familism), respeto (respect), and espíritu (spirit) 
are associated with coping responses and psychological adjustment will be examined. Mirroring 
studies of majority children coping with parental cancer, whether the parent’s levels of 
















Theoretical Framework and Review of the Literature 
The conceptual framework that undergirds the study, shown in Figure 1, is based on 
Lazarus and Folkman’s (1984) stress and coping paradigm, which is the gold standard for many 
studies of coping with illness. The stress and coping paradigm is used in most studies of young 
children and adolescents coping with parental cancer (e.g., Brown et al., 2007; Compas, Ey, 
Worsham, & Howell, 1996; Costas-Muñiz, 2012; Kissil, Nino, Jacobs, Davey, & Tubbs, 2010). 
In this framework, Lazarus and Folkman (1984) suggest that a person’s internalized cultural 
value, beliefs, and norms affect the stress appraisal process and the perceived appropriateness of 
coping responses.  
The specific variables within each component of Figure 1 are not exhaustive of all 
potentially relevant variables and pathways but represent those in the present study. More 
specifically, the AYA’s coping responses (stress appraisals and coping responses) are proposed 
as mediators of the relationship between the (perceived) stress of having a parent with cancer and 
psychosocial adjustment. Other important predictors include the AYA’s age and gender, and ill 
parent’s levels of distress and illness severity. Most importantly for Latino/a families, the 
cultural values of familismo, respeto, and espíritu may impact the processes of coping responses 
and adjustment to the parent’s illness. All of these variables will be discussed within this 
literature review.  
The outcome of psychological adjustment is a multifaceted term often defined by the 
absence of distress (Stanton, Danoff-Burg, Cameron, & Ellis, 1994). However, positive 
adjustment is not simply the absence of distress (Stanton, Revenson, & Tennen, 2007). 
Specifically, there are positive outcomes of experiencing stressors (Folkman, 2008), including 
 





better quality of life, post-traumatic growth, and resilience. For this dissertation, indicators of 
psychological distress (anxiety and depression) will be focused on. 
Psychological adjustment is conceptually different from coping. Coping refers to 
“cognitive and behavioral efforts to master, reduce, or tolerate the internal and/or external 
demands that are created by the stressful transaction” (Folkman, 1984, p. 843) and these efforts 
lead to psychological and physiological adjustment outcomes. Following the paths in Figure 1, 
first the literature on coping responses (stress appraisals and coping strategy use) among 
children, adolescents and young adults facing parental cancer is reviewed. Then the variables 
that may influence adjustment are reviewed: the child’s age; the child’s gender; and the parent’s 
illness severity and psychological distress. Lastly, the Latino/a cultural values that may influence 
coping responses and psychological adjustment are reviewed.  
Stress Appraisals and Coping Processes 
The coping process encompasses both stress appraisals and coping responses (Folkman, 
Lazarus, Gruen & DeLongis, 1986; Folkman, Lazarus, Dunkel-Schetter, DeLongis & Gruen, 
1986). In Lazarus and Folkman’s (1984) stress and coping paradigm primary appraisals involve 
the assessment of how significant an event is for a person: Is it benign or harmful, and if harmful, 
is it a potential harm/loss, threat, or challenge? Secondary appraisals are evaluations about one’s 
coping resources that guide what might and can be done about the stressor.   
  In the early coping literature, coping strategies were often classified as being either 
problem-focused or emotion-focused (Lazarus & Folkman, 1984). Problem-focused coping is 
aimed at managing or altering the problem causing the distress, and includes such strategies as 
planning or seeking information. In contrast, emotion-focused coping is directed at regulating the 
emotional responses (distress) created by the stressor. Emotion-focused strategies include both 
 





behavioral and cognitive techniques, such as humor or venting. There was a strong correlation 
between emotion-focused coping strategies and psychological distress measures, in part, because 
some emotion-focused coping items overlapped with measures of distress (Stanton, Danoff-
Burg, Cameron, & Ellis, 1994). In addition, Stanton and colleagues (1994) re-conceptualized 
emotion-focused coping to include not only the expression of emotions but also the processing of 
emotions, which, together, constitute emotional approach coping.  
Another approach to classifying coping strategies involves approach vs. avoidance 
modes. Approach-oriented coping involves cognitive and emotional engagement with a threat, 
challenge, or loss (Roth & Cohen, 1986). Stanton et al.’s (1994) conceptualization of emotional 
approach coping is construed as approach-oriented coping, because it actively involves both the 
processing and expressing of emotions created by a stressor. In contrast, avoidance coping 
involves activities that involve disengagement with the stressor, which can be cognitive (e.g., 
denial), behavioral (e.g., distraction), or affective (e.g., depression). 
There is no theoretical consensus as to what coping rubric should be used in a study and 
if rubrics should even be used. About 100 measures of coping exist that encompass 400 ways of 
coping (Skinner, Edge, Altman, & Sherwood, 2003). In addition, several higher order coping 
categories exist that encompass these 400 ways of coping (e.g., problem- vs. emotion-focused, 
approach vs. avoidance, and cognitive vs. behavioral). These categories are often generated 
empirically through exploratory factor analysis and either lack theoretical coherence or have not 
been replicated (Connor-Smith, Compas, Wadsworth, Thomsen & Saltzman, 2000). 
Furthermore, many of the broader categories, such as problem- versus emotion-focused coping, 
tend to be over simplistic and not capture the full range of responses to stress.   
For this dissertation, a dual model approach of responses to stress will be used because it 
 





captures both automatic and controlled responses (Schneider & Shiffrin, 1977; Shiffrin & 
Schneider, 1977). Controlled coping responses involves all voluntary goal-directed coping 
efforts such as problem solving, emotional approach, distraction, acceptance, cognitive 
restructuring, positive thinking, and denial coping. Automatic stress responses involve 
involuntary coping responses to stress that may or may not be within conscious awareness, such 
as physiological responses of increasing heart rate, rumination, intrusive thoughts, and emotional 
numbing. Even though the Lazarus and Folkman (1984) model only considers goal-directed 
coping efforts, responses to stress that are originally effortful and voluntary may become 
involuntary through repeated practice (Compas, Connor, Osowiecki, & Welch, 1997). In 
addition, responses that are experienced as involuntary may be brought under personal control 
and become voluntary. Thus, it is important to capture both responses. The dual process model 
was developed to better capture involuntary coping responses that are often overlooked (Compas 
et al., 1997; Connor-Smith et al., 2000). 
Psychosocial Adjustment to Parental Cancer 
A number of studies have shown that parental cancer impacts their children’s 
psychological adjustment, operationalized as depressive symptoms (Costas-Muñiz, 2012; 
Flahault & Sultan, 2010; Krattenmacher et al., 2013; Küçükoğlu, & Çelebioğlu, 2013), anxiety 
symptoms (Costas-Muñiz, 2012; Krattenmacher et al., 2013), behavioral and emotional problems 
(Ainuddin, Loh, Low, Sapihis, & Roslani, 2012; Edwards et al., 2008; Huizinga et al., 2011; 
Thatsum et al., 2009; Vannatta, Ramsey, Noll, & Gerhardt, 2010), stress responses (Edwards et 
al., 2008; Gazendam-Donofrio et al., 2007; Harris & Zakowski, 2003; Huizinga et al., 2011), 
quality of life (Ainuddin et al., 2012; Bultmann et al., 2014; Götze, Ernst, Brähler, Romer, & von 
Klitzing, 2015; Krattenmacher et al., 2013), and distress (McDonald et al., 2015). Three recent 
 





reviews provide information on how children and adolescents psychologically adjust to parental 
cancer (Krattenmacher et al., 2012; Morris, Martini, & Preen, 2016; Purc-Stephenson & Lyseng, 
2016). Krattenmacher and colleagues (2012) assessed the quality of 28 quantitative studies 
conducted between 1994 and 2011 that focused on factors associated with children’s 
psychosocial adjustment to parental cancer. The mean age of the children included in the review 
was 13.6 (SD = 2.4); ages ranged from 6-30. A more recent review by Morris, Martini and Preen 
(2016) presented a thematic analysis of 49 studies (25 quantitative, 20 qualitative, and 4 mixed-
methods) conducted between 2000 and 2015 regarding the impact of parental cancer on children 
0-18 years of age. The third review was a meta-analysis conducted by Purc-Stephenson and 
Lyseng (2016) on 15 studies conducted between 1980 and 2015 that focused on the psychosocial 
impact of maternal breast cancer on children 0-19 years of age; only studies with a comparison 
group were reviewed in the meta-analysis (either a no cancer group or normative data group). 
Among the studies that reported race/ethnicity in the three aforementioned reviews, White was 
the most reported race, ranging from 75% to 100% per study, with the exception of a few studies 
(Costas-Muñiz, 2012; Davey, Tubbs, Kissil, Niño, &, 2011; Kissil et al., 2010). 
  Results from all three reviews provided evidence that children were negatively impacted 
by their parent’s cancer diagnosis and exhibited distress and demonstrated that parent’s illness 
severity and mood disturbance worsens children’s adjustment (Krattenmacher et al., 2012; 
Morris, Martini, & Preen, 2016; Purc-Stephenson & Lyseng, 2016). The meta-analysis by Purc-
Stephenson and Lyseng (2016) found that children coping with parental cancer experienced 
elevated internalizing problems, fewer total problem behaviors, but no changes in externalizing 
problems relative to comparison groups. The authors suggest that the children coping with 
parental cancer experience elevated depression, anxiety, and mental distress yet show more 
 





social competence and little aggressive or disruptive behavior. The review also found that the 
impact of maternal breast cancer could potentially vary per the mother’s level of mental health 
and illness severity. Morris and Colleagues (2016) found five major themes across studies: 
impact of cancer, communication, coping strategies, parenting factors mediating impact, and 
support services. The most common coping strategies reported were distraction, wishful 
thinking, spending time with or helping the parent, and accessing peer support. Parent factors of 
illness severity and mental health were also suggested to impact children’s adjustment. Lastly, 
Krattenmacher and colleagues (2012) focused on factors associated with children’s psychosocial 
adjustment to parental cancer and found no evidence of illness-related factors, except worse 
disease status that was related to lower adjustment. Parent’s depressive mood was also found to 
indicate worse adjustment of the children. Associations with child-related factors of gender and 
age were inconsistent. Further, from the reviews it is evident that methodologically the literature 
is mostly based on cross-sectional studies of White families coping with a mother’s breast cancer 
diagnosis.    
Coping Responses 
 Stress Appraisals. Only four studies have examined children’s cognitive appraisals of 
the stressfulness of their parent’s cancer on their own lives (Figure 1, path a). All four studies are 
cross-sectional, none reported the racial/ethnic composition of the sample, and the findings were 
not consistent (Compas et al., 1994; Huizinga et al., 2005; Küçükoğlu & Çelebioğlu, 2012; 
Nelson & While, 2002). One study of 110 preadolescents, adolescent and young adult children 
(ages 6 to 30) coping with parental cancer found that greater perception of the seriousness and 
stressfulness of the parent’s illness were associated with greater self-reported anxiety, depressive 
symptoms, and stress-response symptoms as indicated by avoidance and intrusive thoughts 
 





(Compas et al., 1994). A second study (Huizinga et al., 2005) examined stress responses 
symptoms to parental cancer among 220 adolescents (ages 11 to 18) and 64 young adults (ages 
19 to 23 years old) that were from the Netherlands. Perceptions of seriousness were significantly 
related to higher scores in stress responses for girls, but were not significant for boys. Another 
study of 80 school-aged children 8 to 16 years of age from the UK, (Nelson & While, 2002) 
found a non-significant association between stress appraisals and psychological adjustment. And, 
a study conducted in Turkey (Küçükoğlu & Çelebioğlu, 2012), with 90 adolescents 12-18 years 
of age found that adolescents that rated their parent’s cancer as more serious had greater anxiety 
and depressive symptoms than adolescents that rated their parent’s cancer as less serious.  
The non-significant findings in the Nelson and While study (2002) could be due to the 
measure used. More specifically, the measure of the adapted Sibling Perception Questionnaire to 
coping with parental cancer was not reliable (SPS; Carpenter & Sahler, 1991). The internal 
consistencies of the four dimensions measured were as follows: Interpersonal, (α =. 60) 
Intrapersonal (α =. 70), Communication (α =. 30), and Fear subscales (α =. 23). However, based 
on the other three studies that found a significant association between children’s stress appraisals 
of their parent’s cancer and adjustment there is evidence for this association across a wide age 
range of children coping with parental cancer. 
  Coping Strategy Use. In two of the three systematic reviews, coping strategy use was 
not examined (i.e., Krattenmacher et al., 2012; Purc-Stephenson & Lyseng, 2016). The most 
recent review (Morris et al., 2016) includes two quantitative studies that examine the relation of 
coping to adjustment (Costas-Muñiz, 2012; Krattenmacher et al., 2013) in addition to the seminal 
study on parental cancer from Compas and colleagues (1996). Thus, the literature on coping with 
parental cancer is limited. 
 





   Krattenmacher and colleagues (2013) examined coping strategies and mental health in a 
sample of 214 German adolescent children ages 11-18 years old (102 girls, 112 boys). Two 
thirds (69%) of the children had a mother with a breast cancer diagnosis and the rest had a parent 
diagnosed with gynecological, prostate, or another unspecified type of cancer. In addition, two 
thirds (67%) of the parents were diagnosed with cancer within the past year. Coping skills were 
assessed using the KIDCOPE (Spirito, Stark, & Williams, 1988), a self-report instrument that 
measures both the frequency and perceived effectiveness of 11 coping strategies. The most 
frequently used coping strategies were active problem solving (57%), distraction (54%), 
acceptance (53%), wishful thinking (53%) and seeking social support (43%). Active problem 
solving, acceptance, and social support coping were perceived as most effective; distraction and 
wishful thinking were rated as the least effective. Controlling for age, gender and family SES, 
greater use of active problem-solving coping was associated with lower internalization, higher 
externalization, and better health-related quality of life. The other coping strategies were 
inconsistently associated with these three outcomes. But in general, the problem-focused or 
approach-oriented coping strategies were associated with better mental health outcome measures, 
while avoidance-oriented coping strategies were associated with worse mental health. Further, 
emotional approach coping (regulation and expression) was related to poorer adjustment. 
However, given that the coping measure used is from 1988 before the reconceptualization of 
emotional focused coping strategies by Stanton and colleagues (1994), the measure is possibly 
confounded with negative emotion. The avoidance strategy of distraction was not related to any 
mental health outcome, although it was the second most used coping strategy.  
  The second study of coping with parental cancer is more relevant to this dissertation as 
the sample was comprised of 51 Latino/a adolescents ages 12-18 in Puerto Rico, (28 girls, 23 
 





boys) (Costas-Muñiz, 2012). Mothers and fathers in the study had been diagnosed with breast 
cancer (42%), vaginal cancer (22%), or other cancers (36%) within the last two years. 
Adjustment was measured with standardized scales of depressive and anxiety symptoms and 
coping was assessed with the Brief COPE (Carver, 1997), a measure developed with adults that 
includes 14 coping strategies each measured with two items. Seeking emotional support, 
acceptance, and religion were the most used strategies by adolescent children, however they 
were all not related to children’s adjustment. Only acceptance coping was related to better health 
outcomes. In contrast, seeking emotional support and religious coping were not related to any 
mental health outcome. In general, problem-focused coping strategies (active coping and 
planning) were related to better mental health outcomes, however most of the emotion-focused 
strategies (positive reframing, religious coping, self- distraction, seeking emotional support, and 
venting) were not related to either depression or anxiety. Further, denial and behavioral 
disengagement coping were related to worse mental health outcomes. Overall, there is stronger 
support for the associations between problem-focused coping strategies and adjustment than 
emotion-focused strategies. In addition, a child’s preferred coping choices may not all be 
associated with adjustment.   
  An older study was conducted by Compas and colleagues (1996) and does not appear in 
any of the reviews. The study included a sample of 134 preadolescent children, adolescents, and 
young adults, ages 6 – 32 years old (74 girls and 60 boys) whose parents were diagnosed with a 
variety of cancers, the most frequent being breast cancer and gynecologic cancers. The 
racial/ethnic composition of the sample was not reported. Coping strategies were assessed with 
an open-ended question that asked the children to “describe everything you have done, thought, 
and felt to make things better or easier for yourself,” when coping with their parent’s cancer (p. 
 





170). For each strategy, participants were asked to choose 1 of 3 definitions to classify their 
intentions as problem-focused (“trying to change or do something about their parent’s cancer”), 
emotion-focused (“trying to deal with their feelings about their parent’s cancer”) or dual-
focused, “trying to accomplish both problem and emotion-focused coping goals.” Greater 
endorsement of emotion-focused coping was related to greater avoidance and greater symptoms 
of anxiety-depression but was not related to intrusive thoughts. These relationships with 
emotion-focused coping may be confounded with negative emotions; however, because a 
standardized measure of coping was not used the confounding of negative emotions is uncertain.  
Greater endorsement of dual-focused coping (e.g., children may engage in humor as a means of 
managing their anxiety and as an attempt to provide moments of stress relief to their parent with 
cancer) was related to fewer intrusive thoughts and greater avoidance. Surprisingly, dual-focused 
coping was not related to anxiety-depressive symptoms and problem-focused coping was not 
related to any of the measures of distress. These results suggest that AYAs use of dual-focused 
coping may be better for their psychological well-being than emotion-focused coping.  
  Across all three studies, only one focused on Latino/as and the racial composition of the 
other two studies is unknown. However, there are some consistent findings. For example, 
acceptance coping was related to better mental health, which suggests that those adolescents that 
attempt accept their parent’s illness may have better adjustment. In contrast, those that use 
emotion-focused coping tended to have worse mental health; however, as mentioned above, 
these positive associations with emotion-focused coping could be confounded with negative 
emotions. Further, distraction coping was used but not related to outcomes. The use of religious 
coping was only reported in the study of Latino/a children coping with parental cancer and was 
not related to any indicators of psychological adjustment (symptoms of depression and anxiety).  
 





  The findings from the three studies reflect conclusions from the adult coping with cancer 
literature (Taylor & Stanton, 2007): Coping strategies that reflect avoidance or disengagement 
from the stressor are related to poorer adjustment and coping that involves cognitive engagement 
is associated with more positive adjustment. There were few exceptions: distraction coping was 
not related to any outcomes, which is strongly related to poorer adjustment in adults, and 
emotion-focused coping was related to negative adjustment, which tends to be related to better 
adjustment in adults. Moreover, the three studies are cross-sectional, so it is possible that less 
depressed or less anxious adolescents are more likely to use coping strategies that are more 
adaptive and vice versa.  
  Five qualitative studies also address how adolescents cope with parental cancer. Davey, 
Askew and Godette (2003) studied adolescents between the ages of 11-18 (5 girls, 5 boys). Six 
of the parents also participated in the study, 2 African-American and 4 White. Participants 
completed semi-structured, in-person home interviews that were analyzed via thematic analysis. 
Within the identified theme of “coping” there were six coping processes that both parents and 
adolescents expressed the use of most. These were faith/hope, humor, talking (i.e., emotional 
expression), distraction, cognitive skills (i.e., positive thinking) and closeness (i.e., seeking social 
support). The only gender difference reported was that boys did not express the use of talking 
(emotional expression) as a coping strategy. Davey and colleagues (2011) also conducted a study 
on a small sample (n =12) of African-American youth (11-18 years of age) whose mothers had 
breast cancer. Adolescents reported coping efforts of avoidance and distraction, engaging in 
positive behaviors to make their parent happy, self-care practices, seeking social support from 
family, and spirituality.  
  A study from Australia (Maynard, Patterson, McDonald, & Stevens, 2013) involved 15 
 





adolescents from 14 to 18 years of age. They completed semi-structure telephone interviews that 
were analyzed by two authors using a phenomenological thematic analysis. In addition, two 
randomly selected participants were phoned and the themes were reviewed and discussed to 
ensure participants agreed that they were appropriate. The coping strategies reported were 
distance and time away (i.e., avoidance), distraction, emotional expression, informing people at 
school, seeking health resources (i.e., information seeking), positive thinking, having alone time, 
and social support. Thastum, Johansen, Gubba, Olesen, and Romer (2008) studied 21 European 
children between the ages of 8-15 who completed unstructured in-person interviews (8 boys, 13 
girls). Interviews were coded using a phenomenological approach. The children’s observations 
and expressions led the authors to identify five coping strategies: helping others by providing 
instrumental or emotional support, parentification (i.e., emotional suppression or protective 
buffering of parent), distraction, keeping it in the head, and wishful thinking. The last study was 
conducted in Norway (Helseth & Ulfsaet, 2003) with parents with cancer (n=10), partners 
(n=10), and children (n=11) between the ages of 7-12. All participants completed in-depth in-
person home interviews that were analyzed within a phenomenological-hermeneutic frame of 
understanding. The authors conceptualized the main coping strategy used as “going in and out of 
the situation.” The coping strategy of “going in and of the situation” was also coded for its 
purposes, which were to face illness intermittently, displace the illness for a while, and to collect 
positive experiences. More specifically, children used avoidance and distraction coping strategies 
in and out of the home to help provide relief from the stressor of parental cancer. Positive 
thinking and spending time outside the home was used to help replenish coping resources. The 
authors interpreted this as the use of dual-focused coping (emotion and problem-focused coping), 
which coincides with Compas et al., (1996) conceptualization. 
 





  Across all five qualitative studies, distraction and avoidance coping were often expressed, 
which may correspond with the nature of the stress of parental cancer as an uncontrollable event. 
Emotional expression and social support coping were described in more than half the studies as 
being beneficial to helping AYAs cope. Moreover, positive thinking was described in three out 
of the five studies, which is associated with better mental health outcomes in adult coping 
populations. Overall, there seems to be some consistency across qualitative and quantitative 
studies of coping strategy use on children coping with parental cancer; however, the literature is 
limited and mixed on how they impact mental health.  
Variables that Impact Coping and Adjustment 
 The studies described above examined direct relationships between coping strategy use 
with adjustment outcomes. Several factors might directly influence both psychological 
adjustment and coping responses, including the child’s age and gender, the parent’s distress 
level, and the severity of the illness, as shown in paths c, b, and g of Figure 1.  
Child’s Age 
  The age range of 12-14 years of age refers to early adolescence, followed by middle 
adolescence (15-17 years of age), and late adolescence (18-21 years of age). Emerging adulthood 
(ages 18-25), which overlaps with late adolescence, can be considered an extended period of late 
adolescence (Arnett, 2000). Research on adolescence, in general, finds that both early and late 
adolescents use a wider range of coping strategies than younger children do (Zimmer-Gembeck 
& Skinner, 2008). 
  Within the literature on children coping with parental cancer, only one of the two studies 
that examined age differences found significant effects (Compas et al., 1996): Adolescents (aged 
11-18) and young adults (aged 19-32) used more emotion-focused coping and dual-focused 
 





coping than the preadolescent children (aged 6-10).  
  More studies have examined age differences in adjustment outcomes, but the evidence is 
equivocal. In some studies, adolescents report more anxiety and depression (Compas et al., 1994; 
Heiney et al., 1997; Hoke, 2001; Thastum et al., 2009; Visser et al., 2006; Welch, Wadsworth, 
Compas, 1996) and distress (McDonald et al., 2015) than younger children. However, several 
studies found no significant effects on adjustment (Krattenmacher et al., 2013; Howes, Hoke, 
Winterbottom, & Delafield, 1995; Huizinga et al., 2005; Visser et al., 2007; Watson et al., 2006). 
Further, adolescent age has been associated with lower HRQL in children (6-18 years of age) 
coping with parental cancer (Bultmann et al., 2014). This may be due to adolescent’s developed 
cognitive abilities to understand the facts and meaning of their parent’s cancer diagnosis and 
treatment. It is also possible that adolescents can identify the consequences of their parent’s 
illness for their own future and their family’s future more than younger children (Faulkner & 
Davey, 2002).  
Child’s Gender 
  Gender is an important variable in any study of adolescents. Starting at puberty, girls 
report more stressors in their lives than boys do (Nolen-Hoeksema & Girgus, 1994), including 
concerns about physical appearance and body dissatisfaction, interpersonal relationships, and 
higher rates of sexual abuse and harassment (Zimmer-Gembeck & Skinner, 2008). Furthermore, 
adolescent girls have higher rates of depression than boys. In 2014, 17.3% of adolescent females 
had a major depressive episode versus 5.7% of adolescent males (National Institute of Mental 
Health, 2014).  
  All three studies of AYAs coping with parental cancer examined gender differences in 
coping strategy use. Two (Costas-Muñiz, 2012; Krattenmacher et al., 2013) found no gender 
 





differences in coping and the third (Compas et al., 1996) found a difference on one of three 
measures: Girls reported more dual-focused coping, use of both emotion and problem focused 
coping, than boys, but an equal degree of problem and emotion focused coping when compared 
to boys.  
  Across the studies, girls reported more emotional and behavioral problems (Huizinga et 
al., 2005; Nelson & While, 2002; Visser et al., 2005; Visser, Huizinga, Hoekstra, van der Graaf, 
& Hoekstra-Weebers, 2007; Welch et al., 1996), internalization (Krattenmacher et al., 2013), 
stress responses (intrusive thoughts and avoidant thinking) (Compas et al., 1994; Edwards et al., 
2008; Huizinga et al., 2005; Huizinga, Visser, van der Graaf, Hoekstra, & Hoekstra-Weebers, 
2005; Huizinga et al., 2010) than boys. However, gender difference findings are inconsistent 
across adjustment outcomes. Several other studies have found non-significant gender effects in 
adjustment to parental cancer (Gazendam-Donofrio et al., 2008; Howes et al., 1995; Lindqvist, 
Schmitt, Santalahti, Romer, & Piha, 2007; Visser, Huizinga, Hoekstra, van der Graaf, & 
Hoekstra-Weebers, 2006; Watson et al., 2006). Boys have been found to have higher anxiety, 
depression, and total psychological symptom scores (Küçükoğlu, S., & Çelebioğlu, 2012) and 
quality of life (Ainuddin et al., 2012) than girls. It should be noted that most of the studies in 
support of gender differences are from one research group using subsamples of a larger sample 
(i.e., Huizinga, Visser, van der Graaf, Hoekstra, Klip, Pras, & Hoekstra-Weebers, 2005; 
Huizinga, Visser, van der Graaf, Hoekstra, & Hoekstra-Weebers, 2005; Huizinga et al., 2010; 
Visser, Huizinga, Hoekstra, van der Graaf, & Hoekstra-Weebers, 2007; Visser et al., 2005); the 
findings still remain mixed when one combines the effects from the one research group to 
represent one study.  
  Several explanations have been provided for gender differences in adjustment to parental 
 





cancer but lack empirical evidence. One explanation combines gender with type of cancer. In 
three studies, adolescent daughters who were coping with their mother’s breast cancer expressed 
fear about inheriting the disease (ages 11-18, Davey, Tubbs, Kissil, & Niño, 2011; ages 11-18, 
Kristjanson, Chalmers, & Woodgate, 2004; ages 12–19, Spira & Kenemore, 2000). This is a 
realistic fear, as some forms of breast cancer are genetic. However, the relationship between 
adolescent’s gender and parent’s type of cancer was not supported in the Compas et al. (1994) 
study, the only study that tested it. A second explanation for the gender differences in adjustment 
to parental cancer is that girls ruminate more than boys (Grant & Compas, 1995) and rumination 
can either act as a symptom of depression or as a risk factor (Lyubomirsky, Layous, Chancellor, 
& Nelson, 2015). A third explanation for the greater distress among adolescent girls is that girls 
have more family responsibilities than boys (Grant & Compas, 1995). A fourth explanation 
involves attachment security orientations, in which a secure attachment between daughters 
coping with their mother’s cancer predicts better mental health (Inbar, Ety, Ayala & Tamer, 
2013). It is important to note the cross sectional nature across of the literature, because mental 
health is not measured at baseline. Given the known gender differences in depression, girls could 
have had more mental health problems than boys prior to their parent’s cancer diagnosis. 
Parents’ Distress        
  The evidence for parents with cancer distress impacting their children’s adjustment is 
robust. In a large population-based survey of 1,449 children ages 6-18 and their cancer survivor 
parents (n = 976), using multilevel modeling, a positive association between parents and 
children’s HRQL was found (Bultmann et al., 2014). Maternal depression in mothers with cancer 
has been linked with adolescent’s internalization of problems (Edwards et al., 2008; Watson et 
al., 2006), and emotional and behavioral problems (Sigal, Perry, Robbins, Gagne, & Nassif, 
 





2003). In a sample of 352 adolescent children (4-17 years of age) that included mothers and 
fathers (Thastum et al., 2009), parental depression was related to emotional, behavioral, 
internalizing, externalizing and total problems. In a study by Visser and colleagues (2006), which 
included both mothers and fathers, worse HRQL was associated with more emotional and 
behavioral problems in both primary-school aged (n =114) and adolescent children (n = 222).  
Parents’ Illness Severity 
  Support for the impact of parents’ illness severity on children’s coping and psychological 
adjustment is mixed. Illness severity has been associated with poorer adjustment in several 
studies that used objective indicators such as cancer stage, five-year survival rates, and cancer 
recurrence (Brown et al., 2007; Compas et al., 1994; Compas et al., 1996; Huizinga et al., 2005), 
Huizinga and colleagues also measured time since diagnosis and if treatment was intensive, but 
neither was significantly related to children’s reports of stress-response systems. Brown and 
colleagues (2007) found a positive association between parents’ side effects and the child’s 
overall adjustment. However, Krattenmacher and colleagues (2013) did not find any relationship 
between the child’s psychological adjustment and illness characteristics (time since diagnosis, 
stage of cancer, or cancer status [first time diagnosis, recurrent, remission]).  
Coping with Parental Cancer within a Cultural Framework 
  As shown above, the literature on children coping with parental cancer is limited to 
homogenous samples of unknown racial/ethnic composition. This leaves a large knowledge gap 
on how coping may affect adjustment in Latino/a U.S. populations and, in fact, whether the 
constructs of coping and adjustment have the same meaning for Latino/a adolescents. To fill this 
gap, this dissertation focuses on Latino/a adolescents and young adults coping and adjustment to 
parental cancer, and how culture may be critical to understanding the specific adaptation 
 






  Culture is a complex construct that is constantly evolving and being debated. 
Consequently, there are several definitions for what culture is and what it encompasses. Beneath 
the surface cultures are human creations, socially constructed and transmitted through language, 
conventions, socialization, and social institutions (Yeh, Arora, & Wu, 2006). Culture is 
commonly referred to as a shared set of beliefs, values, practices and customs held by a group of 
people. According to Brislin (1990), “culture refers to widely shared ideals, values, formation, 
and uses of categories, assumptions about life, and goal-directed activities that become 
unconsciously or subconsciously accepted as right and correct by people who identify 
themselves as members of a society” (p. 11). 
  Culture impacts the stress and coping process by impacting the appraisal of the 
stressfulness of an event, an individual’s coping resources, the resources provided by the culture, 
and the reactions of others. Culture also affects the socially acceptable and normative ways of 
experiencing and expressing distress (Kuo, 2011). For example, there is a greater tendency for 
reporting somatic symptoms (e.g., headache, constipation, weakness, or back pain) in Asian and 
Latino/a cultures compared to Western and Euro-American cultures (e.g., Pina & Silverman, 
2004; Weiss, Tram, Weisz, Rescorla, & Achenbach, 2009). 
  A number of theories implicitly or explicitly bring culture into a stress and coping 
framework: The Resource-Congruence Model (Wong, 1993), the Transactional Model (Chun, 
Moos, & Cronkite, 2006), and the Sociocultural Model (Aldwin, 2007). In the Resource-
Congruence Model (Wong, 1993), culture determines how an individual should react to a 
stressor, which coping behaviors are appropriate for a given situation, and how available coping 
resources (e.g., family or spiritual) affect adjustment. In the Transactional Model (Chun, Moos, 
 





& Cronkite, 2006), culture represents an individual’s living environment, which is defined along 
a collectivistic-individualistic dimension. Individualistic cultures are hypothesized to use more 
coping strategies that confront and modify external stressors than collectivistic cultures; 
collective cultures tend to use coping strategies that modify internal psychological states. 
Moreover, in this model, the goal of coping for some individuals may be for other’s well-being 
instead of one’s own. The Sociocultural Model (Aldwin, 2007) describes a bidirectional 
relationship between culture and environment. Consistent with the two previous models, culture 
affects the entire stress and coping process. The difference between this model and the previous 
two is that Aldwin (2007) proposes that an individual can change his or her culture or 
environment through coping. 
  All three of these models suggest that culture is a context that impacts all aspects of the 
stress and coping process, from influencing how a stressor is appraised to who/whom coping 
efforts are directed towards and for who/whom benefits from these coping efforts. Even though 
these models exists to guide research, most studies that claim to include culture use 
race/ethnicity or language as a proxy for culture, limiting our understanding of culturally specific 
stress appraisal and coping behaviors. In addition, findings from these cultural coping studies 
(e.g., Coon et al., 2004; McCarty et al., 1999; Yoshihama, 2002) are often speculative, with 
cultural explanations provided post hoc (see review by Kuo, 2011). Further, less coping research 
has been conducted with Latino/a Americans than with Asians Americans or Africans/African 
Americans (Kuo, 2011), which has limited our understanding about Latino/as’ coping.  
    The commonalities across these models have informed the theoretical framework for this 
study. More specifically, culture impacts the how stressors are appraised, what coping behaviors 
one engages in, and the contributors to mental health. Thus, in this study, culture will be 
 





conceptualized as a contextual factor that has the potential to directly impact coping responses, 
psychological adjustment, and the associations between coping responses and psychological 
adjustment.  
Culture and Coping with Parental Cancer 
Only three studies on adolescents coping with parental cancer within the U.S. were 
conducted with non-White samples. Two are qualitative, descriptive studies of the same small 
sample (n = 12) of African-American youth (11-18 years of age) whose mothers have breast 
cancer (Davey et al., 2011; Kissil et al., 2010). Spirituality was often reported as a coping 
strategy, reflecting a cultural emphasis on the importance of religion among African-Americans 
(Davey et al., 2011). Kissil and colleagues (2010) explored posttraumatic growth in the same 
sample and found reports of greater appreciation for life, sense of increased personal strength, 
and changes in health-related attitudes and behaviors. The third study (Costas-Muñiz, 2012) was 
conducted with Latino/a adolescents in Puerto Rico, but did not raise cultural issues. However, 
several cultural values found in the Latino/a culture may impact how adolescents cope with 
parental cancer. These values include familismo, respeto, and espíritu (National Alliance for 
Hispanics, 2001) (see Figure 1, paths d, e, and f). 
  Familismo. Familismo has been described as a Latino/a cultural value that emphasizes 
obligation, filial piety, family support and obedience (Stein et al., 2014). Latino/as are inclined to 
place the needs of the family before their own. Strongly holding this value in the Latino/a culture 
often means turning to the family first for instrumental, emotional, and social support (Chiang, 
Hunter, & Yeh, 2004; Kuo, 2011; Perez & Cruess, 2014). Strong familismo values may lead 
Latino/a AYAs coping with parental cancer to choose more avoidant strategies (avoidance, 
denial) over emotion-focused coping strategies (emotional expression, seeking emotional 
 





support) if their parent is not adjusting well to the diagnosis or treatment, in order to keep 
harmony within the family and to be strong for the family. This coincides with Chun and 
colleagues’ (2006) theory that collective cultures tend to use coping strategies that modify 
internal psychological states. However, if an ill parent is adjusting well, strongly holding the 
familismo value may encourage Latino/a AYAs coping to seek social or emotional support from 
their parent (Yeh, Arora, & Wu, 2006)  
  Holding strong familismo values could lead to either poorer or better adjustment, through 
different pathways. First, familismo values could involve providing greater instrumental support 
to the family. For example, AYAs who take on more household responsibilities or become 
involved in the planning or carrying out of the ill parent’s treatment may be better adjusted 
because they feel more personal control over the stressful situation and feel positive emotions 
from assisting their parent with cancer. At the same time, taking on these responsibilities may 
become a burden, because they are dealing with normative developmental issues that revolve 
around school, friendships, and identity. Second, the familismo value might serve as a protective 
factor (Ma et al., 2014; Stein et al., 2014). Familismo values could involve family and friends 
becoming closer and providing the social and emotional support needed for the AYA to cope 
with parental cancer. 
  Respeto. Another important cultural value found in the Latino/a culture (Calzada, 
Fernandez, & Cortes, 2010) and other collectivist cultures, (e.g., Asian; Yeh, Arora, & Wu, 
2006) emphasizes the importance of respect. Respeto refers to appropriate deferential behavior 
towards others based on factors such as authority, age, and sex (Parra-Cardona et al., 2008). 
Although respeto has been studied in the context of Latino/a family functioning (Calzada et al., 
2010), it has not been studied with respect to coping with cancer. However, descriptive literature 
 





on the respeto value (Yeh, Arora, & Wu, 2006), suggests that AYAs that strongly hold this value 
would seek social and/or emotional support from important authoritative figures in one’s life, 
such as a parent or a grandparent, which could lead to better outcomes.  
  Espíritu. Espíritu is the cultural value of spiritual beliefs and faith in a higher power. 
Most studies of Latino/as that examine cultural variables tend to focus on religiosity or 
spirituality as a cultural value or simply use Latino/a ethnicity as an indicator of culture (e.g., 
Kim, Sherman, & Taylor, 2008; Wildes, Miller, de Majors, & Ramirez, 2009). 
Religiosity/spirituality is important to AYAs (See Review: Cotton, Zebracki, Rosenthal, Tsevat, 
& Drotar, 2006), and is usually considered a protective factor against a wide range of negative 
health outcomes in adolescence and young adulthood, including substance abuse, suicide, sexual 
activity, anxiety, and depression. A number of studies of (adult) Latino/as coping with chronic 
illness have found that religiosity and spirituality are related to better psychological adjustment 
(Culver, Arena, Antoni, & Carver, 2002; Ell & Haywood, 1985; Abraido-Lanza, Guier, & 
Revenson, 1996; Valle, 1994; Wildes et al., 2009; Yoo, Levine, & Pasick, 2014). 
  Religiosity and spirituality represent related rather than independent constructs (Hill & 
Pargament, 2003). Spirituality can be understood as the internal, personal, and emotional 
expression of the sacred, such as spiritual well-being, peace and comfort derived from faith, 
spiritual connectedness, and spiritual/religious coping (Cotton et al., 2006; Hill & Pargament, 
2003). Further, spirituality is a distinctive human motivation and process (Pargament, 2013). 
Religiosity is the context in which the spirituality takes part, thus the formal, institutional, and 
outward expression of the sacred (e.g., importance of religion, belief in God, religious service 
attendance, prayer, and meditation; Cotton et al., 2006; Miller & Thoresen, 2003). The sacred is 
what distinguishes religiosity and spirituality from other phenomena, because it refers to special 
 





objects or events set apart from the ordinary, thus deserving of veneration (e.g., concepts of God, 
the divine, Ultimate Reality, and the transcendent; Pargament, 1999). 
  Religious coping, which is part of spirituality, was reported as one of the most frequently 
used coping strategies in a sample of Latino/a adolescents coping with parental cancer (Costas-
Muñiz, 2012). However, it was not significantly related to depressive or anxiety symptoms. 
Although there are no other studies that look at spirituality and religiosity among Latino/a AYAs 
coping with parental cancer, a cross-sectional study of 301 Canadian undergraduates (Kuo, 
Arnold, & Rodriguez-Rubio, 2014), demonstrated that those students that used more intrinsic 
spirituality had lower psychological distress because they engaged in less avoidance coping. 
Religiosity and spirituality have been associated with greater religious coping (Van Dyke, 
Glenwick, Cecero, & Kim, 2009). In a study of university undergraduates (average age of 19), 
religious coping mediated the relationship between intrinsic religiousness and stress-related 
growth (Park, 2006). Overall, adolescents and young adults that endorse high levels of religiosity 
or spirituality are more likely to use religious coping and less likely to use avoidance coping 
when coping with academic stressors. This suggests that AYAs coping with parental cancer that 
endorse the espíritu value at high levels may engage in less disengagement coping, which would 
predict lower symptoms of depression and anxiety.  
The Present Study 
  This study fills a gap in the literature by examining how Latino/a adolescents cope with 
parental cancer, how coping is associated with their own psychological adjustment, and how 
Latino/a cultural values are directly associated with coping and impact the association between 
coping and psychological adjustment. The specific aims are: 
1) To examine the main effects of age and gender on coping responses, cultural values, and 
 





psychological adjustment outcomes.  
2) To examine the associations between children’s coping responses and their psychological 
adjustment to parental cancer among a sample of Latino/a adolescents and young adults. 
3) To evaluate the direct associations between Latino/a cultural values of familismo, espíritu, 
and respeto and coping responses, and whether these cultural values moderate the association 
of coping responses and psychological adjustment. 
4) To explore whether the severity of the parent’s cancer and the parent’s level of distress is 
associated with children’s psychological adjustment.  
 







Research Design Overview 
   In a cross-sectional design, 38 AYAs and their mothers (n=24) completed written 
questionnaires (separately) in English or Spanish. AYAs also had the option to participate in an 
individual interview in either Spanish or English, in-person or by Skype, after they completed the 
questionnaire.  
Recruitment and Sample 
  Parents were recruited if they had been diagnosed with any type of cancer in stages 0-III 
within the past month to five years and had an AYA child that self-identified as Latino/Hispanic 
and were between the ages of 12-25. The primary recruitment strategy was referrals made by a 
non-profit organization that engages in outreach to the Latino/a cancer population at three 
hospitals in New Jersey (Jersey City Medical Center, Trinitas Hospital, Summit Medical Group, 
and Morristown Hospital). Through the organization, the PI contacted parents that had been 
diagnosed with any type of cancer, Stages 0-III, between one month and five years prior and who 
had an AYA child (ages 12-25). Both English and Spanish-speaking individuals were recruited. 
The PI first described the study to the parent and verified eligibility. Adolescents were only 
asked to participate after their parents expressed interest. 
  A second strategy involved recruiting participants at community cancer awareness 
events, such as cancer fundraising walks. The PI approached potential participants (parents and 
AYA children) with a flyer (Appendix A) and described the study. If the potential participant 
was interested, he/she could contact the PI via the number on the flyer or directly give the PI 
his/her contact information. The PI verified eligibility of both the parent and the AYA child 
 





during a telephone call with the parent. 
  A third strategy was through contact with Latina breast cancer patients being recruited for 
a study at the Columbia University Medical Center to improve dietary and physical activity 
habits. During recruitment efforts for the study, the PI would inquire if the potential participant 
had a child between the ages of 12-25. If the potential participant had an adolescent within the 
age range, the PI would email and/or hand her a flyer for both the parent and child (Appendix A). 
If potential participants were interested they would then contact the PI or give the PI their contact 
information. Once contact was made the study was described to the parent and child and 
eligibility was verified.  
  The sample consisted of 24 mothers and 38 AYA children (n = 38). Over half of the 
AYAs (58%) identified as female. (An additional mother provided only demographic and 
medical information and was not included in the study. However, her child completed the whole 
questionnaire and was included in the analyses.) Over half of the families that participated (58%) 
had more than one AYA child participate; thus, many of the AYAs in the study were siblings.  
Sixteen mothers had one child participate and nine mothers had more than one child participate. 
Most AYAs (76.3%) were born in the United States. All identified as Latino/a, with the largest 
groups identifying as “Dominican” (44.7%) and “South American” (39.4%). Mean age was 
17.05 (SD = 3.15). Participants were roughly equally distributed among early adolescence 
(23.7%; ages 12-14), middle adolescence (36.8%; ages 15-17) and emerging adults (39.5%; ages 
18-25). Thirty-nine percent of the AYAs were in high school and 23.7% were in college. Table 4 
presents demographic data.    
  Despite the invited inclusion of mothers and fathers with any type of cancer, all 24 
parents who participated in this study were mothers with breast cancer (M = 48.27; SD = 7.19). 
 





More than half were married (67%). Ninety-two percent of mothers’ total family income was 
below the median for New Jersey (Md=$90,245) and New York (Md = $73,854). Half the 
mothers were employed (54%); of those unemployed 78% were jobless because of their cancer. 
In contrast to their children, who were mostly born in the U.S., the mothers were mostly born 
outside of the Continental U.S (83%). Like their children, most mothers identified as either 
Dominican (42%) or South American (42%). 
  On average, mothers were diagnosed with Stage 0-III-breast cancer within the past three 
years (M = 32.92 months; SD = 25.73 months) and over half (58%) were still in active treatment. 
Most women (67%) had received chemotherapy as part of their initial treatment, in combination 
with other therapies. Table 5 presents mothers’ demographic and medical characteristics.  
Procedures 
  The office of Human Research Protection Program (HRPP) at Hunter College of CUNY 
approved all study procedures. Once eligibility was verified, mothers decided whether they 
wanted to complete a written questionnaire via mail, in-person, or by telephone. If the study was 
completed in-person, consent and assent took place prior to the administration of the 
questionnaires. In-person questionnaires were administered to parents and AYAs separately in a 
quiet, private location chosen by the participant, such as their home, a library, or a CUNY office. 
If the study was completed via mail, consent and assent materials were mailed along with the 
questionnaires and the PI explained the consent and assent documents to the participants prior to 
mailing the study materials. Mailed questionnaires and consent and assent documents were sent 
within 24 hours of eligibility verification and returned in pre-addressed pre-paid envelopes. 
Parents and AYAs did not have to complete the study using the same method or in the same 
language. Participants were compensated for their time with a gift card from a local cinema 
 





worth $10 that was included in the questionnaire packet. 
  AYAs had the option to participate in an individual interview, in-person or by Skype, 
after they completed the questionnaire. The full interview guide is presented in Appendix B.  
Six mothers and 14 AYAs completed the questionnaire in-person, and 19 mothers and 24 AYAs 
completed the questionnaire by mail. No participants chose to participate by telephone. All 
AYAs chose to complete the questionnaire in English. Most of the parents chose to complete the 
questionnaire in Spanish (88%); only three chose English. 
Measures 
  Table 1 presents a list of measures included in the questionnaires. Table 2 (AYAs) and 
Table 3 (parents) present the descriptive statistics and internal consistency reliability coefficients 
(Cronbach’s alpha) for all measures. Appendices C (AYA) and D (parent) contain the measures.  
AYAs’ Questionnaire 
  Demographics. The AYAs completed demographic questions, including age, gender, 
employment status, education or grade level, racial/ethnic background, and country of birth.  
Stress Reponses and Coping Strategies. The Responses to Stress Questionnaire (RSQ; 
Connor-Smith, Compas, Wadsworth, Thomsen, & Saltzman, 2000) was used to assess perceived 
stress and coping strategy use. The RSQ was chosen because it provides a full range of stress 
responses and coping strategies and has been used in studies of children coping with parental 
illness (e.g., Jaser et al., 2005). This measure was designed originally to capture the dual-process 
model of automatic and controlled coping responses (Schneider & Shiffrin, 1977; Shiffrin & 
Schneider, 1977); coping strategies (see below) are classified as voluntary or involuntary based 
on the degree of personal control that individuals experience over their responses.  
Perceived stress. The RSQ begins with a list of 11 stressors specific to parental cancer. 
 





Participants could also write in a stressor that was not on the list. The respondent then rates how 
stressful each stressor has been in the past six months on scale of 1 (not at all) to 4 (very). 
Although nine children checked other, they did not write in a specific stressor nor make 
stressfulness ratings for that other item. Thus, the Perceived Stress scale sums the stressfulness 
scores across the 11 listed items. Internal consistency reliability (α = .87) was good.  
Stress Responses and Coping Strategies. The RSQ assesses five coping strategies, three 
types of voluntary coping (primary control coping, secondary control coping, disengagement 
coping) and two types of involuntary stress responses (involuntary engagement, and involuntary 
disengagement). The scales were derived from a confirmatory factor analysis (Connor-Smith et 
al., 2000) with three samples of adolescents, aged 12 to 19, who were coping with social stress, 
economic strain, or family conflict.  
The respondents were asked to keep the specific stressors in mind when responding to 57 
items that comprise the stress response and coping scales. Participants rated each item on a scale 
of (1) not at all to (4) a lot.1 Five stress response and coping scales were computed from the 57 
items. Primary control engagement coping (9 items) includes questions about problem solving (3 
items), emotional regulation (3), and emotional expression (3). These explain efforts to achieve 
control by directly changing the source of stress or one’s emotional responses. Secondary control 
engagement coping (7 items) 2 includes the strategies of positive thinking (2 items), cognitive 
restructuring (2), acceptance (1), and distraction (2). Secondary control coping describes 
individual’s efforts to achieve control indirectly by adapting to the source of stress. 
Disengagement coping (9 items) involves efforts to avoid or suppress the source of stress and 
emotional responses through relinquished control of engagement with the stressor and includes 
the strategies of avoidance (3 items), denial (3 items) and wishful thinking (3 items).  
 





Two involuntary stress coping responses are also measured: involuntary engagement and 
involuntary disengagement. Involuntary engagement stress responses (15 items) involve 
rumination, intrusive thoughts, emotional arousal, physiological arousal, and impulsive action (3 
items each). Involuntary disengagement stress responses (12 items) are composed of emotional 
numbing, cognitive interference, escape, and inaction. The primary difference between the two 
involuntary responses is based on whether the response engages or disengages an individual with 
a stressor. Theoretically, involuntary disengagement is different from disengagement coping 
because involuntary disengagement is an automatic stress response and disengagement coping is 
an individually controlled response. 
To assess frequency of coping responses, total summed scores, were calculated for each 
scale, even though the authors (Connor-Smith et al., 2000) used relative scores, the degree to 
which a coping strategy is used in relation to all other coping strategies used. Relative scores are 
often used instead of raw scores because they demonstrate the relations between distress and 
coping clearly, without it being distorted statistically by the effect of other coping strategies 
(Vitaliano, Maiuro, Russo, & Becker, 1987). However, relative scores were not used because the 
internal consistency reliability for the 12-items that made up the secondary control coping 
subscale was extremely low (alpha = 0.53). An exploratory principal components analysis of the 
secondary control coping scale further revealed that five out of 12 items had extremely low 
factor loadings and low inter-item correlations (-0.01 to 0.13). Thus, a decision was made to use 
a more internally consistent 7-item scale. This change in subscale calculation would make it 
difficult to compare to other studies. Higher total summed scores represent higher use of that 
specific coping strategy or higher endorsement of an involuntary stress response. Internal 
consistency reliabilities ranged from acceptable to quite good, ranging from .74 to .93 (see Table 
 





2), except for one, secondary control coping (α = .65), which is acceptable only for exploratory 
research purposes.  
As the RSQ does not measure religious coping, an important strategy for Latino/as, the 
“turning to religion” subscale from the COPE (Carver, Scheier, & Weintraub, 1989) was used. 
This scale consists of 4 items that are answered on a response format from 1 (I didn’t do this) to 
4 (I did this a lot). A sample item is “I put my trust in God.” Internal consistency was .87.  
  Latino/a Cultural Values. Twenty-four items from the Mexican American Cultural 
Values Scale (MACVS; Knight et al., 2009) were used to assess the Latino/a values of familismo 
and respeto. The MACVS was originally created for use with Mexican-Americans but has been 
used with other Latino/a subgroups (e.g., Puerto Ricans; Villalobos & Smetana, 2012), as it 
assesses common core values within the Latino/a ethnic group. The items were answered using a 
response format that ranges from 1 (not at all) to 5 (completely). Mean (or average) scores were 
calculated for each subscale and higher values indicate higher endorsement of the value. 
Familismo. The familismo value was measured with a 16-item total score of three 
smaller scales from the MACVS (familism-obligations, familism-support, and familism-
referents) as suggested by scale’s authors who found the scales’ internal consistencies to be 
stronger together than as separate subscales (Knight et al., 2009). Familism-obligation (6 items) 
measures the importance of providing tangible support to the family (e.g., “children should be 
taught that it is their duty to care for their parents when their parents get old”). Familism-support 
(5 items) measures the desirability to maintain close relationships with family (e.g., “family 
provides a sense of security because they will always be there for you”). Familism-referents 
subscale (5 items) measures the reliance on the family to define the self (e.g., “a person should 
always think about their family when making important decisions”). For this study the total 
 





familismo score was used and internal consistency was good (α = .84). 
Respeto. Respect (respeto), the importance to defer to parents’ authority, was measured 
with eight items from the MACVS (e.g., “Children should always honor their parents and never 
say bad things about them”). Internal consistency was good (α = .83). 
Espíritu. Spirituality was measured with the 15-item revised Systems of Belief Inventory, 
English language version (SBI-15; Holland et al., 1998). This measure was developed for use in 
quality of life research in life-threatening illness. The SBI has two subscales that measure 
religious and spiritual beliefs and practices (e.g., “I have experienced a sense of hope as a result 
of my religious or spiritual beliefs”) and the social support derived from a community sharing 
these beliefs (“I seek out people in my religious or spiritual community when I need help”). The 
measure also includes a total score that measures global spiritual beliefs. Items were answered on 
4-point Likert scales from strongly disagree (1) to strongly agree (4) or from none of the time (1) 
to all of the time (4). For this study the total score was used; internal consistency was strong (α = 
.94). 
  Psychological Adjustment. Multiple indicators of psychological adjustment were 
included. Depressive symptoms were measured with the child version of the Center for 
Epidemiological Studies-Depression Scale (Faulstich, Carey, Ruggiero, Enyart, & Gresham, 
1986). The scale asks respondents to rate on a scale of 1-4 how often they have experienced 20 
symptoms during the past two weeks (e.g., “I was bothered by things that usually don’t bother 
me”). However, the ratings were converted for analysis to a scale of 0-3 to be able to compare 
this sample’s scores to national norms of depression. Item scores were summed with higher 
scores indicating greater depressive symptoms and the internal consistency was very good (α =. 
90).  
 





  Anxiety was measured with the six-item subscale for generalized anxiety from the Spence 
Children’s Anxiety measure (Spence, 1998). The scale asks respondents how often anxious 
things happen to them (e.g., “I worry about things”) on a four-point response format (1 = never, 
2 = sometimes, 3 = often, and 4 = always). The six items were summed with higher scores 
indicating greater anxiety. Internal consistency reliability was strong (Cronbach’s α = .89).  
AYAs’ Semi-structure Interview 
  Semi-structured interviews were conducted with seven AYAs to provide more detailed 
information on cultural values, coping and the impact of the illness on the family. The interview 
protocol is presented in Appendix B Interviews lasted on average 25 minutes to complete; five 
AYAs completed the interview in-person and two completed it via Skype. Interviews were 
recorded and transcribed verbatim for analysis. The subsample of seven AYAs was on average 
older (M = 18.57, SD = 4.43) than the whole AYA sample (17.05, SD = 3.15) and was mostly 
female (n = 5). There was only one set of siblings among those interviewed. The mothers (n = 6) 
of these AYAs were diagnosed with either stage II or stage III breast cancer, and half of the 
mothers were in active treatment. 
Mothers’ Questionnaire 
  Demographic and Medical information. Mothers completed demographic questions 
including their age, marital status, employment status, highest level of education achieved, 
annual family income, racial/ethnic background, number of children, and country of birth. 
Medical questions included cancer site, cancer stage, date of diagnosis, whether they are 
currently in active treatment and what type of treatment(s) they have or were currently receiving 
(e.g., chemotherapy and radiation), and time since diagnosis (in months, calculated as the date 
the questionnaire was completed subtracted from the date of diagnosis). Cancer stage is a good 
 





proxy for illness severity because well-established breast cancer survival rates from the National 
Cancer Institute’s SEER database are available (Howlader et al., 2013). For women with stage 0 
or stage I breast cancer the 5-year relative survival rate is close to 100%. The 5-year relative 
survival rate is about 93% for women with stage II breast cancer. The 5-year relative survival 
rate stage III breast cancer is about 72%. 
  Psychological Adjustment. Depressive symptoms were measured with the adult version 
of the Center for Epidemiological Studies-Depression Scale-Revised version (Eaton, Smith, 
Ybarra, Muntaner, & Tien, 2004). The scale asks respondents to rate on a scale of 1-4 how often 
they have experienced 20 symptoms during the past two weeks (e.g., “I was bothered by things 
that usually don’t bother me”). These ratings were also converted for analysis to a scale of 0-3 to 
be able to compare this sample’s scores to national norms of depression.  Item scores were 
summed with higher scores indicating greater depressive symptoms. Cronbach’s alpha was .82.  
 Anxiety was measured with the Generalized Anxiety Scale (GAD-7; Spitzer, Kroenke, 
Williams, & Löwe, 2006), which has been validated on Spanish language speaking populations 
(Mills et al., 2014). Mothers were asked how often in the past two weeks they had experienced 
each of seven symptoms of anxiety; responses range from 0 (never) to 3 (almost every day). 
Items were summed and higher scores indicate greater anxiety. Internal consistency reliability 
was high (Cronbach’s α = .90).  
 Data Analyses 
 Generalized Estimating Equations (GEE; SPSS, IBM Corp, 2014) were used for analysis 
of specific aims 1-4, because it allows for the nested data of children within families (Homish, 
Edwards, Eiden, & Leonard, 2010). Due the nested structure of the data, bivariate correlations 
would be an inaccurate representation of the data; thus a table of bivariate correlations is not 
 





provided. However, GEE analyses that are part of the specific aims were conducted to examine 
the direct associations between the study’s target variables (Aim 2: coping response and 
psychological adjustment; Aim 3: cultural value and coping responses; cultural values and 
psychological adjustment). First, demographics of age and gender were examined for their main 
effects on all predictors and outcomes. Continuous measures of depressive and anxiety outcomes 
were used for all analyses unless otherwise noted. Second, GEE analyses tested whether coping 
responses are associated with psychological adjustment outcomes and whether cultural values 
are associated with coping responses. The associations between AYA’s coping responses (seven) 
and psychological adjustment (two) were tested with 14 GEE models (seven for depressive 
symptoms and seven anxiety symptoms). The associations between AYA’s cultural values 
(three) and coping responses (seven) were tested with 21 GEE models. Third, the ability of 
cultural variables to moderate the effect of coping on adjustment outcomes was examined by 
testing a set of 42 GEE models (21 for depressive symptoms and 21 for anxiety symptoms. Each 
model included one cultural value (familismo, espíritu, and respeto), one coping variable 
(perceived stress, primary control, secondary control, disengagement, involuntary engagement, 
involuntary disengagement, and religious coping), and one interaction term. To reduce multi-
collinearity, the interaction terms were created with mean centered scores (Aiken, West, & Reno, 
1991) from the three cultural values and seven coping effort variables. For significant GEE 
models, figures are provided to help interpret significant interaction effects. Values for the 
outcome variable were calculated based on scores of the predictor variables that were one 
standard deviation above and one standard deviation below the means of the relevant predictor 
variables. Fourth, the relation of the parent’s illness severity and psychological adjustment to the 
AYA’s psychological adjustment was examined.  
 





Despite the large number of analyses computed, Bonferroni corrections were not used to 
correct for the family-wise error rate. Given the extremely small sample size, the use of a 
Bonferroni correction would have further reduced statistical power in this study, increasing a 
Type II error to unacceptable levels that may have contributed to publication bias (Nakagawa, 
2004). Thus, p values of < .05 were considered statistically significant. 
  As only seven AYAs (18%) completed an interview, the interview data was used to 
illustrate and interpret the statistical findings. Using Dedoose, a web application for managing, 
analyzing, and presenting qualitative and mixed method research data (Dedoose, 2016), the 
transcripts were coded by the PI for text that illustrated how the three cultural values (familismo, 
espíritu, and respeto) and types of coping contained in the quantitative measure were used. That 
is, the data were not coded for “new” information about coping and this should not be considered 













Psychological Well-Being of AYAs and Parents 
 Overall, there was a range of depressive symptoms among the AYAs in this study (M = 
20.84 (SD = 13.45). Using the 16-point cut off from the Center for Epidemiologic Studies 
Depression Scale (CESD-R; Eaton et al., 2004), more than half of the AYAs (60.5%) met the 
criterion for clinically significant depressive symptoms, which is six times higher than the 11.3% 
of adolescents (12-17) and 9.6% of young adults (18-25) in the general U.S. population 
(Mojtabai, Olfson, & Han, 2014). In this sample, out of those that met the criteria for clinically 
significant depressive symptoms (n = 23) more than half were female (60.9%). In general, the 
rates of depressive symptoms among Latino/a adolescents and young adults are similar to their 
Black and White peers, but Latino females (Latinas) have the highest rates of depressive 
symptoms (42.3%) among youth aged 10-24 (Mulye et al., 2009). In contrast, the mean anxiety 
score (3.45, SD = 4.04) was below the norm of 4.31 (SD = 2.30) found in a community sample 
of children 9-18 years of age in the United States (Whiteside & Brown, 2008).  
 The mothers in this sample were also more depressed and less anxious than adults in the 
general U.S. population. The mean depression symptom score was 17.92 (SD = 9.05). Slightly 
over half of the mothers (52%) met the criteria for clinical depression, using the cutoff point of 
16 on the CESD. This is nearly five times higher than the 11% found in a meta-analysis that 
included 11,182 breast cancer patients from 43 cohorts (Krebber et al., 2014). The mean anxiety 
score was 3.29 (SD = 3.75); a total score of 5 or below is low anxiety. Only one mother met the 
criteria for generalized anxiety disorder (Spitzer et al., 2006).    
 
 





 AYAs’ depression and anxiety symptoms were associated with each other in a GEE 
model (B = 0.17, CI 95% [0.07, 0.27], p = 0.001) and so were the mothers’ outcomes of 
depression and anxiety symptoms (r = .50, p = 0.01). However, depression and anxiety 
symptoms were examined as separate outcomes in this study because they are often associated 
with distinct causes and consequences (Beuke, Fischer, & McDowall, 2003).  
Main Effects of Age and Gender 
 The main effects of the AYA’s age and gender were tested separately for each cultural 
value (3), coping response (7), and adjustment outcome (2) using GEE. A categorical age 
variable was examined to understand the age differences in predictors and outcomes between the 
developmental groups of early adolescence (12-14 years of age, n = 9), middle adolescence (15-
17, n = 14), and emerging adulthood (18-25, n = 15). Age and gender were not associated with 
coping responses, cultural values, and psychological adjustment outcomes (statistics are not 
presented).  
The Association of Coping Responses and Psychological Adjustment 
 Aim 2 tests the association of stress appraisals and coping strategies with the adjustment 
outcomes of depressive and anxious symptoms. The complete results of all GEE analyses can be 
found in Tables 6-13. The significant analyses will be discussed first for symptoms of depression 
and then for anxiety.   
 Depression Symptoms. As shown in Tables 6 and 7, stress appraisals were positively 
associated with depressive symptoms (B = 0.59, CI 95% [0.08, 1.09], p = 0.02). Both involuntary 
coping strategies – involuntary engagement and involuntary disengagement coping – were 
positively associated with depressive symptoms (B = 0.53, CI 95% [0.08, 0.98], p = 0.02; B = 
0.65, CI 95% [0.13, 1.18], p = 0.01, respectively), such that greater use of involuntary strategies 
 





was associated with greater depressive symptoms. Primary control, secondary control, 
disengagement, and religious coping were not significantly associated with depressive 
symptoms.    
 Anxiety Symptoms. Greater use of secondary control and disengagement coping 
behaviors were associated with greater anxiety symptoms (B = 0.30 CI 95% [0.10, 0.50], p = 
0.004; B = .35, CI 95% [0.23, 0.47], p <. 001). Both involuntary engagement and involuntary 
disengagement coping were also positively associated with anxiety symptoms (B = 0.23, CI 95% 
[0.13, 0.32], p < .001; B = 0.20, CI 95% [0.06, 0.34], p = 0.004). The coping responses of 
perceived stress, primary control coping, and religious coping were not significantly associated 
with anxiety symptoms.  
 In sum, there were few findings with coping responses but there was some consistency 
across outcomes and coping responses. Both modes of involuntary coping were associated with 
greater symptoms of depression and anxiety. However, some coping responses were only related 
to anxiety or depression: For example, perceived stress was only related to depressive symptoms 
and secondary control and disengagement coping were only related to anxiety symptoms. 
Further, most of the coping responses associated with poorer mental health had symptoms of 
psychological distress embedded within their items, suggesting that some of the coping 
responses are confounded with negative emotions (perceived stress, disengagement coping, 
involuntary engagement and involuntary disengagement coping).  
The Association of Cultural Values and Coping Responses 
 Aim 3 tests the association of the cultural values (familismo, espíritu, and respeto) with 
stress appraisals and coping strategies. The complete results of all GEE analyses can be found in 
Tables 8-10. Overall, there were few associations between Latino cultural values and coping, but 
 





some patterns were noted. Specifically, all three cultural values were associated with primary 
control coping, and the familismo and espíritu values were associated with religious coping. 
 The familismo value was positively associated with greater stress appraisals (B = 4.89, CI 
95% [1.15, 8.64], p = 0.01), primary control coping use (B = 4.28, CI 95% [1.48, 7.08], p <. 
005), and religious coping (B = 0.67, CI 95% [1.44, 4.01], p <. 001). Associations between the 
familismo value and the other four coping responses were non-significant. The espíritu value was 
related to both primary control coping and religious coping, but the magnitude of the 
associations was weaker than those for familismo: Primary control coping (B = .19, CI 95% 
[0.01, 0.37], p = 0.04), and religious coping (B = 0.24, CI 95% [0.20, 0.28], p <. 001). The 
espíritu value was also associated involuntary engagement coping (B = 0.39, CI 95% [0.02, 
0.77], p  = 0.04). The respeto value was associated only with primary control coping (B = 2.12, 
CI 95% [0.20, 4.04], p = 0.03), but the effect was strong. 
Impact of Culture on Coping Responses and Psychological Adjustment Associations 
 Results from the GEE analyses that tested the direct effects of cultural values on 
psychological adjustment and the moderation effects of cultural values on the coping-adjustment 
relationship are presented below. The results are organized by cultural value (familismo, espíritu, 
and respeto). The full results of these analyses are presented in Tables 11-16. Figures are also 
provided in Figures 2-9 to help interpret significant interaction effects. To plot the regression 
lines for the interactions values the outcome scores were calculated based on scores of the two 
independent variables that were one standard deviation above and one standard deviation below 
the means of the relevant independent variables (Aiken, West, & Reno, 1991). Thus, for 
interpretation purposes higher values refer to one standard deviation above the mean and lower 
values refer to one standard deviation below the mean. 
 






 Depression Symptoms and familismo. Results from the GEE analyses with familismo 
and coping responses predicting depressive symptoms are presented in Table 11. The familismo 
value interacted with two of the seven coping responses: secondary control and disengagement 
coping. The familismo value also had a significant main effect on depressive symptoms with 
involuntary engagement in the model. Models with perceived stress, primary control, involuntary 
disengagement, and religious coping all had non-significant main and interaction effects. 
 Secondary Control Coping. Secondary control coping describes an individual’s efforts to 
achieve control indirectly by adapting to the source of stress through positive thinking, cognitive 
restructuring, acceptance, and distraction (Connor-Smith et al., 2000). The main effects for 
secondary coping and the familismo value were both non-significant (B = 0.16, CI 95% [-0.87, 
1.18], p = 0.77; B = -2.02, CI 95% [-8.43, 4.39], p = 0.54). However, the interaction effect 
between the familismo value and secondary coping was significant (B = -2.95, CI 95% [-4.61, -
1.29], p <. 001), indicating that at higher levels of familismo, secondary control coping was 
associated with fewer depressive symptoms. However, for AYAs who held the familismo value 
to a lesser degree, secondary control coping was associated with greater symptoms of depression. 
(Figure 2).   
 Disengagement Coping. Disengagement coping involves efforts to avoid or suppress the 
source of stress and emotional responses through relinquished control of engagement with the 
stressor and includes the strategies of avoidance, denial, and wishful thinking (Connor-Smith et 
al., 2000). The main effects of disengagement coping (B = 0.40, CI 95% [0.10, 0.69], p = 0.01), 
and familismo value (B = -6.50, CI 95% [-12.38, -0.62], p = 0.03) were statistically significant, 
in the predicted directions: those that engage in more disengagement coping experienced more 
 





depressive symptoms and higher endorsement of familismo predicted lower depressive 
symptoms. The interaction effect between familismo and disengagement coping was also 
significant (B = -1.44, CI 95% [-2.46, -0.42], p = 0.01). As shown in Figure 3, greater use of 
disengagement coping was related to greater depressive symptoms, but the strength of this 
relationship was weaker at higher levels of familismo. 
 Involuntary Engagement Coping. Involuntary engagement coping includes rumination, 
intrusive thoughts, emotional arousal, physiological arousal, and impulsive action. Both 
involuntary engagement coping (B = 0.55, CI 95% [0.10, 1.00], p = 0.02) and the familismo 
value (B = -6.12, CI 95% [-11.76, -0.47], p = 0.03) and were related to depressive symptoms: 
Greater endorsement of familismo was associated with lower depressive symptoms and greater 
use of involuntary engagement coping was associated with higher depressive symptoms. 
However, the interaction effect was not significant (B = -0.33, CI 95% [-1.10, 0.44], p = 0.40).  
The main effects remained significant in a model tested without the interaction term (involuntary 
engagement, B = 0.55, CI 95% [0.10, 1.00], p = 0.02; familismo, B = -5.35, CI 95%  
[-10.30, -0.39], p = 0.04). 
 Anxiety Symptoms and Familismo Value. Table 12 presents results with GEE models 
predicting anxiety as the outcome. Only one of the seven coping strategies, disengagement 
coping, had a significant interaction with familismo. Coping responses of perceived stress, 
primary control, secondary control, involuntary engagement, involuntary disengagement, and 
religious coping had non-significant main effects and non-significant interactions with the 
familismo value.  
 Disengagement Coping. Disengagement coping involves coping strategies of avoidance, 
denial, and wishful thinking. The main effect of disengagement coping was significant (B = 0.17, 
 





CI 95% [0.03, 0.30], p = 0.02): Greater disengagement was related to greater reports of anxiety. 
However, the main effect of familismo was not significant (B = 0.02, CI 95% [1.90, 1.94], p = 
0.98). The interaction effect between the familismo value and disengagement coping was 
significant (B = -0.29 CI 95% [-0.57, -0.01], p = 0.04). As shown in Figure 4, at lower levels of 
familismo, disengagement coping was strongly associated with more anxiety symptoms, but this 
relationship is much weaker at higher levels of familismo.  
Espíritu Value 
 Depression Symptoms and Espíritu Value. Results from the GEE models with the 
espíritu value and coping responses predicting depressive symptoms are presented in Table 13. 
The espíritu value interacted with four out of the seven coping responses: perceived stress, 
primary coping, secondary coping, and involuntary disengagement coping, and in all four cases, 
those with higher than average endorsement of the espíritu value and higher than average use of 
each coping response exhibited lower depressive symptoms. Both models with disengagement 
and religious coping had non-significant main and interaction effects. 
 Perceived Stress. The main effect of perceived stress was significant (B = 0.70 CI 95% 
[0.31, 1.09], p = < .001) as was the main effect for the espíritu value (B = -0.31, CI 95% [-0.59, -
0.04], p = 0.03). A higher value of perceived stress was associated with lower depressive 
symptoms and higher endorsement of the espíritu value was associated with lower depressive 
symptoms. The interaction effect between the espíritu value and perceived stress was also 
significant (B = 0.05, CI 95% [-0.07, -0.02], p < .001), indicating that at lower levels of the 
espíritu value stress appraisals were associated with more depressive symptoms (Figure 5), and 
at higher levels of the espíritu value stress appraisals had a weak association with depressive 
symptoms. 
 





 Primary Control Coping. Primary control coping involves a combination of problem 
solving and emotional approach coping. As displayed in Table 13, the main effect of primary 
control coping was non-significant (B = 0.38, CI 95% [-0.36, 1.12], p = 0.32) and so was the 
main effect of the espíritu value (B = -0.22, CI 95% [-0.58, 0.15], p = 0.25). However, the 
interaction effect between the espíritu value and primary control coping was significant, (B = -
0.09, CI 95% [-0.17, -0.01], p = 0.02), suggesting that at higher levels of the espíritu value 
primary control coping was negatively associated with depressive symptoms. However, for 
AYAs who held lesser levels of the espíritu value, primary control coping was positively 
associated with depressive symptoms (Figure 6).  
 Secondary Control Coping. The effects for secondary control coping were similar to 
primary control coping. Secondary control coping involves positive thinking, cognitive 
restructuring, acceptance, and distraction coping responses. The main effect of secondary control 
coping (B = 0.37, CI 95% [-0.59, 1.32], p = 0.45) and the espíritu value were non-significant (B 
= -0.23, CI 95% [-0.61, 0.15], p = 0.24). The interaction effect between the espíritu value and 
secondary control coping was significant (B = -0.14, CI 95% [-0.24, -0.04], p = 0.01). As shown 
in Figure 7, at higher levels of the espíritu value, secondary control coping was associated with 
fewer depressive symptoms, but for AYAs who held the espíritu value to a lesser degree, 
secondary control coping was associated with greater symptoms of depression. 
 Involuntary Engagement Coping. Involuntary engagement includes coping responses 
that involuntary engage individuals with the stressor (e.g., rumination, physiological arousal, and 
emotional arousal). As displayed in Table 13, involuntary engagement coping also had a 
significant main effect (B = 0.77, CI 95% [0.31, 1.22], p < .001), on average greater use of 
involuntary engagement coping was associated with more depressive symptoms. The espíritu 
 





main effect was also significant (B = -0.51, CI 95% [-0.93, -0.09], p = 0.02): Greater use of 
espíritu was associated with less depressive symptoms. However, there was a non-significant 
interaction effect (B = -0.03, CI 95% [-0.07, .00], p = 0.08). A final model was then tested 
without the interaction term present. The espíritu main effect did not remain significant (B = -
0.36, CI 95% [-0.76, 0.05], p = 0.08) but the effect of involuntary engagement coping remained 
significant (B = 0.66, CI 95% [0.18, 1.14], p = 0.01). 
 Involuntary Disengagement Coping. Involuntary disengagement coping encompasses 
automatic stress responses that disengage an individual from a stress and include emotional 
numbing, cognitive interference, escape, and inaction (Connor-Smith et al., 2000). As shown in 
Table 13, the main effect of involuntary disengagement coping was significant (B = 0.64, CI 
95% [0.22, 1.06], p < .005), indicating that more use of involuntary disengagement coping was 
associated with more depressive symptoms. However, the main effect of the espíritu value was 
non-significant (B = -0.27, CI 95% [-0.57, 0.03], p = 0.08). The interaction effect between the 
espíritu value and involuntary disengagement coping was significant (B = -0.06, CI 95% [-0.10, -
0.02], p < .001), indicating that at lower levels of the espíritu value, involuntary disengagement 
coping was positively associated with depressive symptoms (Figure 8), but this relationship is 
much weaker at high levels of the espíritu value. 
 Anxiety Symptoms and Espíritu Value. Results for the GEE models that tested coping 
responses and the espíritu value with anxiety as the outcome are presented in Table 14. The 
espíritu value interacted with one out of the seven coping responses, primary control coping for 
anxiety. Coping responses of perceived stress, secondary control, disengagement, involuntary 
engagement, involuntary disengagement, and religious coping had both non-significant main and 
interactions effects with the espíritu value. 
 





 Primary Control Coping. Primary control coping involves efforts to achieve control by 
directly changing the source of stress or one’s emotional responses (problem solving, emotional 
regulation, and emotional expression). The main effects of primary control coping and the 
espíritu value were both non-significant (B = 0.20, CI 95% [0.11, -0.51], p = 0.21; B = -0.03, CI 
95% [-0.15, 0.08], p = 0.57, respectively). The interaction effect between the espíritu value and 
primary control coping was significant (B = -0.03, CI 95% [-0.05, -0.01], p = 0.01). As shown in 
Figure 9, at lower levels of the espíritu value, primary control coping was positively associated 
with anxiety symptoms. However, at higher levels of the espíritu value the association between 
primary control coping and anxiety symptoms is weak. 
Respeto 
 Parallel analyses to those conducted above for the familismo and espíritu values were 
conducted. However, standard examination for statistical assumptions indicated there were major 
violations of normality with the respeto value. There was great heteroscedasticity, as indicated 
by the bivariate scatter plots; that is, unusually low and high parameters of respeto were present 
along with out of range predicted values in the interaction models. Specifically, at moderate 
levels of respeto, depression symptom scores ranged from 1 to 60 (the full possible range), but 
the range was much smaller at low and high levels of respeto (i.e., 1 to 24). Similar variation was 
found with the outcome of anxiety symptoms. When the variability in one variable changes 
across levels of the other it often hints at a non-linear association. Although one could censor or 
weight the data, or test for moderated quadratic relationships, the variation in variability 
complicates estimation of standard errors. Because there were major violations of normality with 
the respeto variable, the findings would be of questionable validity. Thus, a decision was made 
 





not to report these analyses; they can be found in Appendix E, with embedded figures for each 
interaction. This problem could have perhaps been prevented with a larger sample size.  
Relationship of Parent’s Distress and Illness Severity to Child’s Adjustment 
 Results from analyses of the association between the parent’s distress and illness severity 
and the child’s psychological adjustment were computed. Parental distress was not significantly 
associated with AYA’s symptoms of depression or anxiety (Table 18). Of the three illness 
variables that were tested separately (current state of treatment, cancer stage, and time since 
diagnosis), the only significant association was found for current state of treatment (Table 19). 
AYAs whose parent was in active treatment experienced more anxiety symptoms than children 
whose parent who had completed treatment (B = 2.90, CI 95% [0.95, 4.86], p = 0.004). However, 
being in active treatment was not significantly related to depressive symptoms (B = 4.15, CI 95% 
[-3.56, 11.86], p = 0.29). 
 Even though cancer stage is a good proxy for illness severity, its association with AYAs’ 
psychological adjustment was non-significant (depressive symptoms, B = 3.10, CI 95% [-2.24, 
8.42], p = 0.26; anxiety, B = 1.32, CI 95% [-0.45, 3.09], p = 0.14). Time since diagnosis was also 
a non-significant predictor of the AYA’s psychological adjustment (depressive symptoms, B = 
0.02, CI 95% [-0.12, 0.17], p = 0.75; anxiety, B = -0.002, CI 95% [-0.07, 0.07], p = 0.96). 
Overall, parental factors of psychological adjustment and illness severity had minimal, if any, 
association with their child’s psychological adjustment.  
Summary 
 Table 17 presents a summary of the study’s findings. Involuntary coping seemed to be 
strongly positively associated with AYAs’ adjustment. Further, the cultural values of familismo 
and espíritu were associated, both directly and indirectly, with lower depressive symptoms. In 
 





addition, these cultural values were directly associated with some coping responses. There were 
weaker relationships with anxiety symptoms. No evidence was found for age and gender 
differences in stress appraisals, coping, Latino/a values or adjustment, and the examination of 
developmental differences was not possible. Contrary to the published literature, the mother’s 
cancer distress and illness severity were not associated with their adolescent or young adult 
child’s adjustment.  
  
 







This is the first study conducted in the continental U.S. that focuses on the psychological 
adjustment of Latino/a AYAs facing parental cancer and that examines the influence of Latino/a 
cultural values on adjustment. Although the sample was extremely small, it provides preliminary 
evidence for the importance of cultural variables in the coping process. The significant 
associations between cultural values and psychological adjustment (path e in Figure 1) were in 
the predicted direction and were strong; suggesting that higher endorsement of Latino/a cultural 
values was associated with better mental health. This is supported in the general literature (see 
reviews, Cotton et al., 2006; Valdivieso-Mora, Peet, Garnier-Villarreal, Salazar-Villanea, & 
Johnson, 2016). More specifically, the results demonstrated that the cultural values of familismo 
and espíritu could have direct effects on coping responses (path f in Figure 1), direct effects on 
psychological adjustment (path e in Figure 1), or have moderation effects on the relation between 
coping and psychological adjustment association (path d in Figure 1). 
Cultural Values, Coping, and Psychological Adjustment to Parental Cancer 
Latino/a values operated in different ways. The familismo and espíritu values were 
directly associated with many coping responses and psychological adjustment outcomes. 
However, these values also acted as moderators of the relationship between coping and 
adjustment. For example, familismo was associated with greater stress appraisals, and more 
primary control coping, and religious coping (path f in Figure 1), but none of the moderation 
models (path d in Figure 1) with these coping responses was significant. Most researchers agree 
that individuals who highly endorse the familismo value prioritize the family, emphasize family 
honor, have strong family ties, share mutual family obligations, and use family as a source of 
 





instrumental, social, and emotional support (see review, Perez & Cruess, 2014). An essential 
dimension of familismo is the perception of family support because it does not diminish with 
acculturation in comparison to perceived family obligations and family as referents (Sabogal, 
Marín, Otero-Sabogal, Marín, & Perez-Stable, 1987). In this study, familismo may make 
individuals feel less isolated and more valued, which has been associated with better mental 
health (Corona, Campos, & Chen, 2016), an association supported in this study. The higher 
stress appraisals for AYAs with high familismo may have occurred because their stress 
appraisals could be about how the entire family will be impacted not just themselves. For 
example one participant expressed having to be strong for the family, “knowing that I am an 
older sister I knew that I had to be there for them (siblings), so I wanted to be a role model for 
them, to be strong for them all” (Participant 29). The positive association of familismo and 
primary control coping, which is a combination of problem solving and emotional approach 
coping, provides support for how AYAs may engage in active coping behaviors (problem 
solving) to benefit the family and how the family may provide a supportive environment for 
AYAs. The use of these coping strategies is congruent with past literature on coping with 
parental cancer: Seeking emotional support was also one of the most used coping strategies in 
the one other study of Latinos/as coping with parental cancer (Costas-Muñiz, 2012). 
The positive association with religious coping was present for both familismo and 
espíritu, demonstrating the well-known influence of the Catholic Church on the Latino/a culture. 
It should be noted all the AYAs in this sample came from a Catholic or Christian household. 
These two religions place a high importance on the prioritization of the family and a spiritual 
relationship with God; thus supporting the findings with these two values and religious coping 
behavior. The association with the espíritu value and religious coping is theoretically and 
 





empirically supported by the literature. Hill and Pargament (2003) theorize that individuals with 
strong spirituality may have greater access to a wide array of religious coping methods (e.g., 
prayer, meditation, social support) and these methods tend to be linked to better mental (Wong, 
Rew, & Slaikeu, 2006) and physical health (Seybold, 2007). However, in this study religious 
coping itself was not associated with psychological adjustment, which is congruent with the one 
other study of Latino/a children coping with parental cancer (Costas-Muñiz, 2012). In that study 
of adolescents 12-18 years of age, religious coping was used to a great degree, but was not 
associated with depressive or anxiety symptoms. Further, the value of espíritu may provide 
AYAs with a sense of meaning that helps direct their experience with parental cancer in a 
positive manner (Hill & Pargament, 2003), and this positive association between the espíritu 
value and positive benefits was supported in this study. The more interesting findings are the 
cultural value moderation effects found on the coping-psychological adjustment association. 
 Familismo and espíritu have frequently been identified as protective factors for Latino/a 
adolescents and young adults (e.g., deviant peers, Germán, M., Gonzales, N. A., & Dumka, 
2009; value against daily stress, Kim, & Seidlitz, 2003). In this study, two patterns were 
observed across the eight significant interactions involving cultural values and coping responses. 
The first pattern demonstrated that at lower levels (one standard deviation below the mean) of 
cultural values, coping responses were associated with greater depressive symptoms and anxiety. 
For example, at lower levels of familismo, disengagement coping (avoidance, denial, and wishful 
thinking) was positively associated with both symptoms of depression and anxiety. In contrast, at 
higher levels (one standard deviation above the mean) of familismo, disengagement coping had a 
weak association with adjustment outcomes. Disengagement coping is often associated with 
poorer mental outcomes (as demonstrated above); however, familismo seems to be a protective 
 





factor, reducing the strength of that association. Familismo may be protecting AYAs by 
providing AYAs with the ability to change the goal of their coping efforts towards their family 
and away from themselves. Coping strategies that modify internal psychological states, such as 
disengagement coping, are often found in collective cultures (e.g., Latinos; Chun et al., 2006). 
As one participant expressed  
“…be strong about it, like not to show any sadness about it. You can but not too much 
because if you show sadness about what you're going through with your family it would 
make that family member sad and then that's the worst thing they could go through 
because then they have that on their shoulder and then they have sadness from you. So it 
really gets them down. So building up your confidence and being strong about it will 
definitely get your parent stronger” (Participant 30). 
This protective pattern was also found with the espíritu value and several coping 
responses (primary control and secondary control coping). The sense of sacredness found in the 
espíritu value may have provided AYAs a source of strength, meaning, and a motive of 
spirituality (Hill & Pargament, 2003). It is possible that the AYAs in this study found strength in 
their faith through emotional approach coping, meaning through God to help accept their 
mother’s cancer, and used religious coping as a means of distraction and receiving emotional 
support in church. And, although neither the quantitative nor qualitative data can provide 
definitive evidence of causality, some of the participants’ words provide clues as to how the 
espíritu value enhances feelings of being supported – by God or by others – and consequently, a 
may create a greater sense of control that is linked to lower levels of depressive symptoms cross 
culturally (Steptoe, Tsuda, & Tanaka, 2007). For example, a 19-year-old female participant 
 





described using primary control coping at the same time she was receiving spiritual comfort from 
her faith. 
“…honestly I was so scared.  I was like I’m going to lose my best friend, I’m going to 
lose the person that like I instantly thought like it’s like over there’s nothing we can do.  
Because she thought like it was advanced at first and I was like there’s nothing that’s 
going to help us. And she would be like no you have you keep faith, you have to pray… 
then I don’t know it got better and I learned like different things when she helped me like 
remain calm and stuff…. There were times when I was so angry or like whatever and my 
mom would just like show me a verse or something, that she would happen to come 
across and it would fit so accurate to my life and to her life” (Participant 2). 
A female adolescent (14 years of age) expressed using primary control coping with people at 
church and it being helpful. 
“…I go to God when I need help. We go to church every Saturday, so I usually talk to 
people there. So it really helps” (Participant 30). 
 Familismo and espíritu were associated with fewer depressive symptoms at higher levels 
of secondary control coping (indirect coping efforts of positive thinking, cognitive restructuring, 
acceptance, and distraction), but not at lower levels. AYAs may be using meaning-focused 
coping to draw on their beliefs and values to sustain their coping  (Folkman, 2008). Familismo 
could have also interacted with secondary control coping to reduce distress, as illustrated by a 
participant who had to change her original college plans from attending a college far away from 
her family to enrolling in a local college in order to stay home and care for her mother and 
family. The participant expressed going through denial and then accepting her mother’s illness: 
 





“…From February to September, I was in denial. I was like why did this happen to me? 
Like my life is over. Like I was so angry, every time she would bring up maybe you should 
look forward to like going to a local college like it could be worse like stuff like that and I 
would and I would like get into an emotional mess. Like I couldn’t even talk about it, it 
would just like break my heart...It’s the worst.  It’s like all your dreams, it crumbles, it’s 
like you feel selfish...my mom is more important than like my schooling” (Participant 2). 
Espíritu value interaction with secondary control coping: A 17-year-old female expressed initial 
confusion and sadness about her mother’s cancer, but then coming to accept the illness through 
the cognitive reconstruction about the meaning behind her mother’s cancer as God’s choice.  
“…I felt confusion and sadness. So I let that out and then after a while though I started to 
come to a conclusion as to like I understood, like I knew, there's always a reason behind 
as to why things happen, so I was thinking about that, I was like it was probably God's 
choice. Since we have a huge family and sometimes we argue maybe it was to get us back 
together or something like that. So that's what I kept in mind” (Participant 29). 
Another example of secondary control coping interacting with the espíritu value is from a 14-
year-old female participant who used prayer to help distract her from the stress that surrounded 
having a parent with cancer. 
“…I try not thinking about it so I wouldn't go through that whole stress thing. I know she 
has it and I don't try keeping it all away but I try leaving it to a side so that I won't get 
into my personal life with school and stuff…I usually take breaths or I pray and stuff like 









Does Coping Help? 
 Consistent with the literature (Compas et al., 1994; Huizinga et al., 2005; Küçükoğlu, S., 
& Çelebioğlu, 2012; Nelson & While, 2002), AYAs that appraised their parents’ cancer as more 
stressful exhibited more depressive symptoms. For many of the coping strategies, using “more” 
was related to poorer psychological adjustment (path a in Figure 1). Moreover, the type of 
coping strategy used seemed to make little difference; It is possible that being more distressed 
may have led AYAs to try every coping response to minimize distress. It also is possible that 
participants had heightened stress levels prior to the mother’s diagnosis. However, the 
participants had been coping with their mothers’ cancer for on average 2-1/2 years and pre-
diagnosis levels of distress were not collected.  
 It is also possible that additional life stressors were creating heightened distress.  
Heightened stress levels may have been related to family functioning, school, neighborhood 
environment, cultural identity, perceived discrimination, acculturation strains (Anderson & 
Mayes, 2010; Telzer, 2010) and low income (Zimmer-Gembeck & Skinner, 2008), but none of 
these were measured. In terms of acculturation, even though most of the AYAs in this study were 
born in the U.S., their parents were mostly born outside the U.S., which could create cultural 
conflict between generations or prejudice that are not just experienced by recent immigrants, but 
by later generations (Barrera, Gonzales, Lopez, & Fernandez, 2004). Again, this was not 
measured and is only speculative.   
Most of the coping responses associated with poorer mental health had symptoms of 
psychological distress embedded within their items, suggesting that some of the coping 
responses are confounded with negative emotions. For example, involuntary stress responses had 
the most consistent association with symptoms of depression and anxiety; however, the items 
 





used to measure involuntary stress responses included coping responses that are often associated 
with poorer mental health, such as rumination, which has been related to depressive symptoms 
(Lyubomirsky, Layous, Chancellor, & Nelson, 2015) or are symptoms of the disorders 
themselves (e.g., anxiety).  
The classification of coping responses as voluntary versus involuntary was also 
problematic. Voluntary coping responses become habitual through repeated use. Automatic 
responses can change over time or in different circumstances (Skinner et al., 2003). Thus, this 
classification does not take account the dynamic nature of coping responses changing from 
voluntary to automatic learned processes and vice versa. Using this distinction poses a challenge 
for future coping research, because it is evident that involuntary stress responses will always be 
associated with poorer adjustment, unless the coping measures are not confounded with 
measures of distress.  
Generalizability 
The findings from this study may not only be relevant to AYAs that identify with the 
Latino/a culture, but for those that also highly value spirituality and the family, such as Asian 
cultures (Kuo, 2011). However, cultural differences may modify these effects. For instance, 
Asian cultures tend to not use emotional approach coping (Su, Wei, & Wei, 2014); thus, 
interactions with primary control coping may not be present or might be in the opposite direction 
of those found in this study. In Asian cultures, lower primary control coping and higher spiritual 
values might be associated with better psychological adjustment, because lower use of emotional 
approach coping tends to be associated with better psychological outcomes for Asians (Su, Wei, 
& Wei, 2014). Thus, it is important to examine cultural values within each culture and not only 
between cultural groups.  
 





Parent’s Distress, Illness Severity, and AYAs’ Adjustment 
The results from the analyses of parents’ distress and illness severity on AYA’s 
adjustment (path g in Figure 1, the association between parental factors and adjustment) 
resembled the mixed literature that finds some effects with some parental factors and not with 
others (see review by Krattenmacher et al., 2012). In this sample, only parent’s treatment status 
was associated with children’s adjustment. More specifically, higher levels of anxiety were 
found among AYAs whose mother was in active cancer treatment vs. not currently in treatment; 
this may be indicative of a parent’s prognosis having less certainty during treatment than after 
treatment (Shaha, Cox, Talman, & Kelly, 2008).  
Future Research 
Future research could examine the potential mechanisms that explain the associations 
between cultural values and coping responses at both the individual and family level. For 
instance, given the interactions with the familismo and espíritu values, those that have a strong 
Latino/a ethnic identity may endorse these values more than those that have a weak identification 
with the Latino/a ethnicity. Alternately, a strong ethnic identity has been found to protect mental 
health (e.g., discrimination; Mossakowski, 2003) and should be included in future studies. 
Mechanisms that move away from an individualistic view of stress and coping and towards a 
communal way of coping, would examine how families cope as a unit and how they all interact 
to impact each other’s coping and adjustment. Further, future research could examine the role of 
cultural values with meaning-focused coping and positive outcomes of adjustment.  
Implications 
Results from this study highlight the Latino/a values of familismo and espíritu as 
protective factors for adolescents and young adults coping with a parent’s illness. Maintaining 
 





these values across generations of Latinos/as may be important. For example, a family can 
engrain in these values in their children but they can be discouraged from endorsing or practicing 
them by school and the media.  
Interventions that incorporate or strengthen Latino values are needed, but culturally 
tailored interventions need to be based on needs assessments of Latino/a AYAs and their 
families, and their communities. A community-based approach, often used with underserved 
communities, may be most effective. One such example to model might be the Por Su Vida 
intervention that used consejeras (community health advisors) to deliver interventions from 
cancer screening (Navarro et al., 1998) to nutrition and cancer (Navarro et al., 2000).  
In traditional mental health service models, clinicians can integrate cultural values into 
therapeutic sessions and probe how cultural values impact coping responses and psychological 
adjustment (Feldman, Trupin, Walker, & Hansen, 2010). Questions such as, “What values from 
your ethnic culture are of great importance to you and why?” or “What do the values of la 
familia and espíritu mean to you?” might guide a more meaningful discussion. However, 
clinicians need to first evaluate if ethnic culture should be considered in therapy (Donohue et al., 
2006) to help assess whether or not the ethnic culture of a patient should be considered in 
therapy. In addition, it is important to note that the consideration of ethnic culture therapy is not 
unique to this population and may be important for all clients.  
Limitations 
There are several major limitations that limit the conclusions made from this cross-
sectional study. Most importantly, the extremely small sample size and the fact that many of the 
children were siblings severely limited the statistical analyses that could be done and led to a 
severely underpowered study. Getting the families to complete the questionnaire was a problem. 
 





As time progressed it became clear that many did not like to complete questionnaires either 
administered by themselves, in-person, or by phone, but preferred a more personal interaction.  
The number of statistical analyses led to the possibility that the few effects found are 
spurious. A decision was made not to use a Bonferroni correction because it would have further 
reduced any statistical power in this small sample size, and increase a Type II error to 
unacceptable levels.  
Given the cross-sectional design, it was impossible to know whether higher depressive 
and anxiety symptoms preceded the mother’s cancer. Relative coping scores were not used, 
which limits the ability to examine just how much each coping strategy is used in relation to all 
the strategies. This is important because really distressed people use every coping strategy and 
proportional scores would have provided more insight on just how much coping is being used. 
As discussed above, the use of involuntary coping responses subscales may confound the results, 
because the items in the measure seem to be confounded with distress. 
The sample was also homogeneous, limiting the generalizability of the results. Despite 
the initial goals of examining adjustment to parental cancer, the sample consisted only of 
mothers, and all had the same type of cancer, breast cancer. This was partly due to the fact that 
most organizations cater to breast cancer prevention, treatment, and survivorship and these 
organizations were the most helpful with recruitment. Moreover, the mothers and the children in 
this study were largely Dominican and South American. This restricted the ability to examine 
between culture variability among Latino/a subgroups or generalize the results to other Latino 
subgroups, such as Mexicans. However, the fifth largest Latino/a group in the U.S. is Dominican 
and this study provides insight into their coping experiences. In contrast, there was wide 
variability in age (12-25 years) but coupled with the small sample size, it was impossible to 
 





differentiate adolescents from young adults or examine adjustment across different phases of 
adolescence. Thus, the developmental perspective that informed the study could not be tested 
with the data.  
Conclusion 
Despite these limitations, the study provides preliminary empirical support for the 
relevance of the cultural context in stress and coping research. More specifically, cultural values 
may directly and indirectly influence coping responses and psychological adjustment.  This study 
also provides support for cultural values as protective factors on mental outcomes or as resilience 
enhancers (Gallo, Penedo, Espinosa de los Monteros, & Arguelles, 2009). To date, research on 
familismo and the espíritu values mostly focuses on whether they are beneficial or not (Jim et al., 
2015; Valdivieso-Mora et al., 2016). This study provides evidence for how these cultural values 
may moderate the coping-adjustment relationship, one circumstance under which these values 
may be protective. Further, the positive associations between coping responses and outcomes of 
psychological adjustment suggest that Latino/a AYAs are experiencing significant distress, but 
those with high levels of familismo and espíritu values may fare better than those with low levels 
of these values.  
This study also offers support for the current demand on cultural research (Kagawa-
Singer, Dressler, George, & Elwood, 2014) to not use self-report ethnicity/race as a proxy for 
culture and to hypothesize culture as an explanatory variable, in order to move away from post-
hoc cultural conclusions. Moving beyond between racial/ethnic group comparisons can produce 
much deeper insights for meaningful research on ethnic minority populations that are hard to 
reach, in order to better understand and serve them. 
 







1 Some items required the participants to write in or check-off additional information for 
a particular item; this additional information is not scored. For instance, if the child checked off 
that they talked to someone, they are asked to indicate whom they talked to; or, if the child 
checked off that they engage in activities to let out feelings, they are asked how (e.g., writing in a 
journal/diary, exercising, crying). 
2In the original article (Connor-Smith et al., 2000), the secondary control coping subscale 
contains 12-items (three items for each coping strategy). Because the internal consistency 
reliability for the 12-item scale was extremely low (alpha = 0.53), an exploratory principal 
components analysis was computed to determine if the scale was multi-factor, which was 
causing the low reliability. The factor analysis confirmed a single factor, but five items had 
extremely low factor loadings. These same items had extremely low inter-item correlations   
(-0.01 to 0.13). Thus, a decision was made to use a more internally consistent 7-item scale.   
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Table 2.  

































Stress and Coping (RSQ) 
      
Perceived Stress-11 28.53 7.75 11-44 15-44 11 0.87 
Primary Control Coping  20.92 5.47 9-36        12-34 9 0.75 
Secondary Control Coping  19.55 4.38 7-28 10-28 7 0.65 
Disengagement Coping  20.84 5.73 9-36 10-35 9 0.74 
Involuntary Engagement Coping 33.32 10.81 15-60 15-58 15 0.93 
Involuntary Disengagement  24.92 8.46 12-48 12-42 12 0.88 
    Religious Coping (Brief COPE) 12.45 3.36 4-16 4-16 4 0.87 
 
Latino Cultural Values (MACVS) 
      
    Familismo 4.11 0.50 1-5 2.38-4.94 16 0.85 
    Respeto 3.94 0.67 1-5 2.50-5.00 8 0.83 
Espíritu (SBI) 43.21 10.22 0-60 16-59 16 0.94 
 
Psychological Adjustment 
      
Depressive Symptoms (CES-D) 20.84 13.45 0-60 0-49 20 0.92 
Anxiety Symptoms (Spence) 
 

























Psychological Adjustment  
      
Depressive Symptoms (CES-D) 17.92 9.05 0-60 4-42 20 0.82 
Anxiety Symptoms (GAD-7) 3.29 3.75 0-21 0-12 7 0.90 
 










































Demographic Data for Adolescents and Young Adults (n =38) 
 




Early Adolescence (12 - 14 years of age) 9 23.7 
Middle Adolescence (15- 17 years of age) 14 36.8 
Emergent Adulthood (18 - 25 years of age) 15 39.5 
   
Gender   
Female 22 57.9 
Male 16 42.1 
 
Current Grade  
  
Middle School 10 26.3 
High School 15 39.5 
High School Graduate 3 8.0 
Currently in College  9 23.7 
College Graduate 1 2.6 
   
Employment    
Employed Full-time 2 5.3 
Employed Part-time 6 15.8 
Unemployed 30 78.9 
   
Birthplace   
Chile 1 2.6 
Colombia 1 2.6 
Costa Rica 1 2.6 
Dominican Republic 3 5.3 
Ecuador 2 2.6 
USA 30 76.3 
   
Ethnicity    
Colombian 6 15.8 
Dominican 17 44.7 
Ecuadorian 3 7.8 
Central American 3 7.8 
South American 6 15.8 











Table 5.  
 
Mothers’ Demographic and Medical Characteristics 
 
Characteristic n % 
   
Total Family Income (n = 24)   
Less than $14,999 2 8.3 
Between $15,000 and $34,999 14 58.0 
Between $35,000 and $49,999 2 8.3 
Between $50,000 and $74,999 4 17.0 
$75,000 or more 2 8.3 
 
Education (n = 23) 
  
No High School Diploma 4 17.4 
High School Graduate or GED 5 21.7 
Some College but No Degree 7 30.4 
College education (AA, BA, MA, PhD) 7 30.4 
 





Employed 13 54.0 
Unemployed because of Cancer 3 13.0 
Unemployed for Other Reason  2 8.0 
On Medical Leave or Disability Due to Cancer 4 17.0 
Homemaker  2 8.0 
 
Marital Status (n = 24) 
  
Married or In a Long-term/Partnered Relationship 16 64.0 
Single 3 12.0 
Separated 2 8.0 
Divorced 1 8.0 
Widowed 2 8.0 
 
Religious Preference (n=24)   
Catholic 20 83.0 
Christian 4 17.0 
 
Birthplace (n = 24)   
Chile 1 4.0 
Colombia 4 17.0 
Costa Rica 3 12.5 
Dominican Republic 9 37.5 
Ecuador 2 8.0 











(Continued Table 5) 
 
Characteristic n % 
Ethnicity (n = 24)   
Colombian 4 17.0 
Cuban 1 4.0 
Dominican 10 42.0 
Ecuadorian 3 12.5 
Central American 2 8.0 
South American 3 12.5 
Other 1 4.0 
 
Breast Cancer Diagnosis (n = 24)	 	 	
Stage 0	 1	 4.0	
Stage 1	 6	 24.0	
Stage 2	 10	 40.0	
Stage 3	 7	 28.0	
Did Not Know	 1	 4.0	
 




Surgery and Chemotherapy	 8	 33.0	
Surgery and Hormone Therapy	 1	 4.0	
Surgery and Radiation	 1	 4.0	
Surgery, Chemotherapy and Radiation	 3	 12.5	
Surgery, Radiation and Hormone Therapy	 3	 12.5	




In Active Treatment (n = 24)	
	 	
Yes	 14	 58.0	
No	 10	 42.0 
	
	 M SD 
















Associations between Stress and Coping Measures with Depressive Symptoms– Adolescents and 
Young Adults 
 
  Confidence interval  
Models B Lower Upper p 
 









2. Primary Control Coping 0.28 -0.68 1.25 0.57 
3. Secondary Control Coping 0.14 -0.93 1.20 0.80 
4. Disengagement Coping 0.46 -0.38 1.30 0.28 
5. Involuntary Engagement Coping 0.53 0.08 0.98 0.02 
6. Involuntary Disengagement Coping 0.65 0.13 1.18 0.01 
7. Religious Coping 0.23 -1.40 1.85 0.79 
 




































Table 7.  
 
Associations between Stress and Coping Measures with Anxiety Symptoms– Adolescents and 
Young Adults 
 
  Confidence interval  
Models B Lower Upper    p 
     
1. Perceived Stress 0.19 -0.02 0.39 0.07 
2. Primary Control Coping 0.19 -0.12 0.49 0.24 
3. Secondary Control Coping 0.30 0.10 0.50 0.004 
4. Disengagement Coping 0.35 0.23 0.47 < .001 
5. Involuntary Engagement Coping 0.23 0.13 0.32 < .001 
6. Involuntary Disengagement Coping 0.20 0.06 0.34 0.004 
7. Religious Coping 0.28 -0.49 1.05 0.48 
 




































Table 8.  
 
Associations between Adolescent and Young Adults’ Familismo Value and Coping Responses  
 
  Confidence interval  
Models B Lower Upper    p 
     
1. Perceived Stress 4.89 1.15 8.64 0.01 
2. Primary Control Coping 4.28 1.48 7.08 0.003 
3. Secondary Control Coping 1.08 -0.30 3.95 0.09 
4. Disengagement Coping 0.34 -2.27 2.95 0.80 
5. Involuntary Engagement Coping 0.88 -2.57 4.33 0.62 
6. Involuntary Disengagement Coping     -0.88 -4.92 3.17 0.67 
7. Religious Coping 0.67 1.44 4.01 <.001 
 





































Table 9.  
 
Associations between Adolescent and Young Adults’ Espíritu Value and Coping Responses  
 
  Confidence interval  
Models B Lower Upper    p 
     
1. Perceived Stress 0.15 -0.03 0.54 0.08 
2. Primary Control Coping 0.19 0.01 0.37 0.04 
3. Secondary Control Coping 0.03 -0.05 0.12 0.44 
4. Disengagement Coping 0.12         -0.05 0.29 0.15 
5. Involuntary Engagement Coping 0.39 0.02 0.77 0.04 
6. Involuntary Disengagement Coping 0.19 -0.13 0.50 0.26 
7. Religious Coping 0.24 0.20 0.28 <.001 









Table 10.  
 
Associations between Adolescent and Young Adults’ Respeto Value and Coping Responses  
 
  Confidence interval  
Models B Lower Upper    p 
     
1. Perceived Stress 1.63 -0.81 4.07 0.19 
2. Primary Control Coping 2.12 0.20 4.04 0.03 
3. Secondary Control Coping 0.29 -1.66 2.23 0.77 
4. Disengagement Coping -2.27         -5.16 0.62 0.12 
5. Involuntary Engagement Coping -3.28 -8.03 1.46 0.18 
6. Involuntary Disengagement Coping -2.43 -6.23 1.37 0.21 
7. Religious Coping 1.17 -0.13 2.46 0.08 
 







































Associations of Adolescent and Young Adults’ Coping Responses and Depressive Symptoms 
Moderated by Familismo Value 
 
  Confidence interval  
Models B Lower Upper p 
 









Familismo Value  -8.94 -15.73 -2.15 0.10 
PS X LFV 
 
-0.51 -1.68 0.66 0.40 
2. Primary Control Coping 0.51 -0.33 1.34 0.24 
Familismo Value   -8.88 -16.37 -1.38 0.20 
PCC X LFV -0.82 -1.68 0.05 0.06 
     
3. Secondary Control Coping 0.16 -0.87 1.18 0.77 
Familismo Value  -2.02 -8.43 4.39 0.54 
SCC X LFV -2.95 -4.61 -1.29 <. 001 
     
4. Disengagement Coping 0.40 0.10 0.69 0.01 
Familismo Value   -6.50 -12.38 -0.62 0.03 
DC X LFV -1.44 -2.46 -0.42 0.01 
     
5. Involuntary Engagement Coping 0.55 0.10 1.00 0.02 
Familismo Value   -6.12 -11.76 -0.47 0.03 
IEC X LFV -0.33 -1.10 0.44 0.40 
     
6. Involuntary Disengagement Coping 0.62 0.17 1.06 0.01 
Familismo Value  -5.36 -11.15 0.44 0.07 
IDC X LFV -0.59 -1.42 0.23 0.16 
     
7. Religious Coping  0.61 -1.20 2.42 0.51 
Familismo Value  -7.30 -14.92 0.32 0.06 
RC X LFV -1.30 -3.14 0.55 0.17 
 
Note. PS= Perceived Stress, PCC = Primary Control Coping, LFV = Familismo Value, SCC = 
Secondary Control Coping, DC = Disengagement Coping, IEC = Involuntary Engagement 
Coping, IDC = Involuntary Disengagement, RC = Religious Coping. Seven separate Generalized 
















Associations of Adolescent and Young Adults’ Coping Responses and Anxiety Symptoms 
Moderated by Familismo Value 
 
  Confidence interval  
Model B Lower Upper p 
 









Familismo Value   -0.69 -3.14 1.76 0.58 
PS X LFV  -0.40 -0.84 0.04 0.08 
 
2. Primary Control Coping  0.18 -0.16 0.51 0.30 
Familismo Value    -1.28 -5.10 2.54 0.51 
PCC X LFV  -0.40 -0.84 0.50 0.08 
      
3. Secondary Control Coping  0.28 0.05 0.52 0.02 
Familismo Value   0.40 -1.52 2.33 0.68 
SCC X LFV  -0.30 -1.03 0.44 0.43 
      
4. Disengagement Coping  0.17 0.03 0.30 0.02 
Familismo Value    0.02 1.90 1.94 0.98 
DC X LFV  -0.29 -0.57 -0.01 0.04 
      
 5. Involuntary Engagement Coping  0.22 0.12 0.33 0.81 
Familismo Value    0.32 -2.20 2.83 < .001 
IEC X LFV  -0.07 -0.54 0.39 0.76 
      
6. Involuntary Disengagement Coping  0.20 0.07 0.33 < .005 
Familismo Value   0.78 -1.28 2.84 0.46 
IDC X LFV  -0.04 -0.37 0.30 0.84 
      
7. Religious Coping   -0.01 -0.33 0.31 0.93 
Familismo Value   0.37 -2.01 2.76 0.76 
RC X LFV  -0.41 -0.89 0.07 0.09 
 
Note. PS= Perceived Stress, PCC = Primary Control Coping, LFV = Familismo Value, SCC = 
Secondary Control Coping, DC = Disengagement Coping, IEC = Involuntary Engagement 
Coping, IDC = Involuntary Disengagement, RC = Religious Coping. Seven separate Generalized 














Associations of Adolescent and Young Adults’ Coping Responses and Depressive Symptoms 
Moderated by Espíritu Value 
 
  Confidence interval  
Model B Lower Upper p 
 



















     
2. Primary Control Coping 0.38 -0.36 1.12 0.32 
Espíritu Value   -0.22 -0.58 0.15 0.25 
PCC X EV -0.09 -0.17 -0.01 0.02 
     
3. Secondary Control Coping 0.37 -0.59 1.32 0.45 
Espíritu Value   -0.23 -0.61 0.15 0.24 
SCC X EV -0.14 -0.24 -0.04 0.01 
     
4. Disengagement Coping 0.26 -0.15 0.66 0.21 
Espíritu Value   -0.13 -0.58 0.32 0.57 
DC X EV -0.03 -0.12 0.05 0.46 
     
5. Involuntary Engagement Coping 0.77 0.31 1.22 < .001 
Espíritu Value   -0.51 -0.93 -0.09 0.02 
IEC X EV -0.03 -0.07 0.00 0.08 
     
6. Involuntary Disengagement Coping 0.64 0.22 1.06 < .005 
Espíritu Value   -0.27 -0.57 0.03 0.08 
IDC X EV -0.06 -0.10 -0.02 < .001 
     
7. Religious Coping  1.56 -0.24 3.36 0.09 
Espíritu Value   -0.49 -1.10 0.12 0.12 
RC X EV 0.01 -0.13 0.15 0.87 
 
Note. PS= Perceived Stress, PCC = Primary Control Coping, EV = Espíritu Value, SCC = 
Secondary Control Coping, DC = Disengagement Coping, IEC = Involuntary Engagement 
Coping, IDC = Involuntary Disengagement, RC = Religious Coping. Seven separate Generalized 













Table 14.  
 
Associations of Adolescent and Young Adults’ Coping Responses and Anxiety Symptoms 
Moderated by Espíritu Values 
 
  Confidence interval  
Model B Lower Upper p 
 



















      
2. Primary Control Coping  0.20 -0.11 -0.51 0.21 
Espíritu Value    -0.03 -0.15 0.08 0.57 
PCC X EV  -0.03 -0.05 -0.01 0.01 
      
3. Secondary Control Coping  0.33 0.09 0.57 0.01 
Espíritu Value    -0.01 -0.12 0.09 0.79 
SCC X EV  -0.02 -0.04 0.01 0.24 
      
4. Disengagement Coping  0.16 0.02 0.30 0.02 
Espíritu Value    0.00 -0.11 0.11 1.00 
DC X EV  0.01 -0.01 0.03 0.38 
      
5. Involuntary Engagement Coping  0.27 0.12 0.41 < .001 
Espíritu Value    -0.10 -0.23 0.04 0.17 
IEC X EV  -0.01 -0.02 0.01 0.46 
      
6. Involuntary Disengagement Coping  0.20 0.06 0.34 0.01 
Espíritu Value    -0.02 -0.10 0.07 0.69 
IDC X EV  -0.01 -0.02 0.00 0.06 
      
7. Religious Coping   -0.04 -0.56 0.49 0.89 
Espíritu Value    0.03 -0.18 0.24 0.76 
RC X EV  0.00 -0.03 0.30 0.88 
 
Note. PS= Perceived Stress, PCC = Primary Control Coping, EV = Espíritu Value, SCC = 
Secondary Control Coping, DC = Disengagement Coping, IEC = Involuntary Engagement 
Coping, IDC = Involuntary Disengagement, RC = Religious Coping. Seven separate Generalized 















Associations of Adolescent and Young Adults’ Coping Responses and Depressive Symptoms 
Moderated by Respeto Values 
 
  Confidence interval  
Model B Lower Upper p 
 










 Respeto Value  -8.41 -14.44 -2.37 0.01  
 PS X RV 
 
-0.30 -0.95 0.35 0.37  
2. Primary Control Coping 0.55 -0.15 1.25 0.13  
Respeto Value  -9.28 -15.90 -2.67 0.01  
PCC X RV -0.90 -1.69 -0.11 0.03  
      
3. Secondary Control Coping 0.40 -0.65 1.45 0.46  
Respeto Value   -6.18 -10.20 -2.16 < .001  
SCC X RV -1.48 -3.33 0.38 0.12  
      
4. Disengagement Coping -0.05 -0.38 0.28 0.77  
Respeto Value   -6.23 -11.88 -0.58 0.03  
DC X RV -0.40 -0.99 0.18 0.17  
      
5. Involuntary Engagement Coping 0.12 -11.48 -2.12  .004  
Respeto Value   -6.80 -0.02 0.26 0.09  
IEC X RV -0.54 -1.16 0.07 0.08  
      
6. Involuntary Disengagement Coping 0.13 -0.06 0.32 0.18  
Respeto Value   -6.58 -11.12 -2.03  0.01  
IDC X RV -0.77 -1.60 0.05 0.07  
      
7. Religious Coping  0.56 -1.04 2.17 0.49  
Respeto Value   -7.75 -13.87 -1.63 0.01  
RC X RV -0.31 -1.61 0.98 0.64  
      
Note. PS= Perceived Stress, PCC = Primary Control Coping, RV = Respeto Value, SCC = 
Secondary Control Coping, DC = Disengagement Coping, IEC = Involuntary Engagement 
Coping, IDC = Involuntary Disengagement, RC = Religious Coping. Seven separate Generalized 
















Associations of Adolescent and Young Adults’ Coping Responses and Anxiety Symptoms 
Moderated by Respeto Values 
 
  Confidence interval  
Model B Lower Upper p 
 









Respeto Value   -2.88 -4.63 -1.12 0.001 
PS X RV  -0.27 -0.43 -0.10 0.002 
 
2. Primary Control Coping  0.20 0.02 0.37 0.03 
Respeto Value   -3.47 -5.10 -1.84 < .001 
PCC X RV  -0.44 -0.62 -0.27 < .001 
      
3. Secondary Control Coping  0.37 0.19 0.54 < .001 
Respeto Value    -2.09 -3.62 -0.56 0.01 
SCC X RV  -.041 -0.65 -0.16 < .001 
      
4. Disengagement Coping  0.15 0.05 0.25 0.004 
Respeto Value    -1.62 -3.26 0.03 0.05 
DC X RV  0.05 -0.09 0.20 0.47 
      
5. Involuntary Engagement Coping  0.19 0.10 0.28 < .001 
Respeto Value    -1.03 -2.07 0.02 0.05 
IEC X RV  -0.16 -0.26 -0.06 < .001 
      
6. Involuntary Disengagement Coping  0.19 0.09 0.30 < .001 
Respeto Value    -1.09 -2.18 -0.00 0.05 
IDC X RV  -0.29 -0.46 -0.13 < .001 
      
7. Religious Coping   0.06 -0.27 0.39 0.71 
Respeto Value    -2.21 -4.10 -0.32 0.02 
RC X RV  -0.50 -0.88 -0.12 0.01 
      
Note. PS= Perceived Stress, PCC = Primary Control Coping, RV = Respeto Value, SCC = 
Secondary Control Coping, DC = Disengagement Coping, IEC = Involuntary Engagement 
Coping, IDC = Involuntary Disengagement, RC = Religious Coping. Seven separate Generalized 












Table 17.  
 
Summary of the Results from the Associations of Culture on Coping Responses and Adjustment 
Note. INT = Interaction, INV = Involuntary,  
+ = a significant effect on depressive symptoms  




































Familismo Value               
Perceived Stress               
Primary Control                
Secondary Control    +     
Disengagement  + + +  *  * 
INV Engagement + +    *  INV Disengagement        Religious Coping 
         
       Espíritu Value        
Perceived Stress + + +  *   
Primary Control    +    * 
Secondary Control    +  *   
Disengagement      *   
INV Engagement + +   *   INV Disengagement +  +  *   Religious Coping 
        
 







Associations of Adolescent and Young Adults’ Adjustment and Parent’s Distress 
 
  Confidence interval  
Models B Lower Upper p 
      
AYA’s Depressive Symptoms       
Parent’s Depressive Symptoms  0.07 -0.42 0.57 0.77 
      
AYA’s Anxiety Symptoms      
Parent’s Anxiety Symptoms  0.34 -0.14 0.81 0.16 
 
Note. AYA = adolescent and young adult. Two separate Generalized Estimating Equations 


























Associations of Adolescent and Young Adults’ Adjustment and Parent’s Illness Severity 
 
  Confidence interval  
Models B Lower Upper p 
      
AYA’s Depressive Symptoms      
   Current State of Treatment  4.15 -3.56 11.86 0.29 
 





















     
AYA’s Anxiety Symptoms       
   Current State of Treatment  2.90 0.95 4.86 0.004 
 

















































Figure 1. Conceptual framework of the relation of adolescents and young adults coping 





























ILLNESS	CONTEXT	 	 	 	 	 	 	 	





• Child’s Age 




• Illness Severity 

































































































































































































































































































































































































Involuntary Disengagement Coping 
Low Espíritu 
High  Espíritu 
 





























































A. Recruitment Flyers for Cancer-Related Events 
B.  Interview Guide 
C. Measures for Adolescent or Young Adult 
D.  Measures for Parent with Cancer 










































Hi, my name is Amanda and I’m from CUNY.  Today, I’m going to be asking you some 
questions. 
 
Thank you so much for agreeing to be in my study. Your time and effort are very much 
appreciated. 
 
Let me tell you again that the purpose of this study is to better understand how Latino/a 
adolescents cope with their parent’s cancer. From my own professional and personal experience, 
I know this can be a very sensitive topic and I respect your decision to only share as much as you 
are comfortable sharing with me. Many of the questions I’ll be asking touch on topics that are 
personal. 
 
Please let me know if you are uncomfortable at any point; we can stop the interview to talk about 
your concerns, or skip certain questions that you prefer not to answer. Remember you have the 
right to stop the study at any time and still get the movie ticket. 
 
Do you have any questions for me before we begin? 
Great. Let’s get started. 
 
Opening 
1) Tell me a little about yourself and family. Probes: Who lives at home? Any pets? Involvement 
in school extracurricular activities/sports? 
2) Tell me a little about when you learned that your mom/dad had cancer. Probes: Who was 
there? How did you feel? 
3) How did you deal with it when you found out? 
 
Family 
4) Who are the people in your life now that you can talk to about your mom/dad and the cancer? 
Probes: Are there any specific friends or family members? Are there any friends or family 
you can’t talk to? 
5) Have any of these friends and family members given you extra help since your mom/dad got 
sick? What kind? 
Probes: such as helping you with homework, driving/picking you up from school, attending 
important events? Probes: Who provides this extra help? 
6) How involved is your immediate and extended family in your mom’s/dad’s cancer treatment?  
Probes: Do they go to your parent’s doctor’s appointment, help with money, help with 
chores, provide transportation etc.? 
 
Coping 
7) Do you ever get upset or sad about your mom/dad and the cancer? 
a. If no, what are some of things you do to keep yourself from getting upset or sad? 
b. If yes, what are some things you do to make yourself feel better? 
 





i. Do these things that you do to help you feel better, do you feel that they 
work? Probe: How/Why? 
 
Religion 
8) Do you have a religious or spiritual identity? 
a. How do you feel this religious or spiritual identity impacts how you deal with 
your mom/dad and cancer? 
 
Roles/Responsibilities 
9) What, if anything, has changed in your daily life since you found out about your mom/dad’s 
cancer? Think of a typical weekday/weekend. Probes: Any changes in responsibilities at 
home? 
10) Do you go with your mom/dad to her doctor’s appointments? (Interviewer: If yes, proceed 
below. If no, proceed to next question). 
a. What do you do at the doctor’s appointments? 
b. How welcoming do you feel the doctors and nurses are to you? 
11) How much trust do you have in the doctors and nurses taking care of your mom/dad? 
12) If participant does not attend parent’s appointments: How much do you think information 
about your mom/dad’s cancer is shared with you? Probes: By your mom/dad? By other 
members of the family. 
 
Relationship with Mother 
The next few questions might be a little difficult to answer. I understand how hard it can be to 
talk about some of these things. Remember you don’t have answer any question that you don’t 
want to and can stop the interview at any point, or withdraw from the study. 
 
13) How often do you talk with your mom/dad about her/his cancer? 
a. Who usually starts the conversation? 
b. How valued do you feel your input is when talking? 
c. Do you feel like talking about this helps? How does it help? Who does it help? 
14) Do you feel your relationship has changed with your mom/dad after finding out about her 
cancer and watching her/him get treated for cancer? How about with other family members? 
 
Challenging 
15) Tell me what has been the most challenging/hardest part of your experience. 




17) Thank you for sharing your story with me. Did I leave anything out that you want to tell me? 














Measures for Adolescent or Young Adult 
 
  Center for Epidemiological Studies Depression Scale (CESD) - Child Version 
 
 
Below is a list of the ways you might have felt or acted. Please mark an x on the line to show how much 





DURING THE PAST 2 WEEKS 
 










1. I was bothered by things that usually 
don’t bother me. 


















3. I wasn’t able to feel happy, even when 




















5. I felt like I couldn’t pay attention to 










DURING THE PAST 2 WEEKS 
 










6. I felt down and unhappy 








7. I felt like I was too tired to do things. 








8. I felt like something good was going to 
happen. 








9. I felt like things I did before didn’t work 
out right. 








10. I felt scared 

























DURING THE PAST 2 WEEKS 
 










11. I didn’t sleep as well as I usually sleep. 








12. I was happy. 








13. I was more quiet than usual. 








14. I felt lonely, like I didn’t have any 
friends. 








 15. I felt like kids I know were not 
friendly or that they didn’t want to be with 
me. 









DURING THE PAST 2 WEEKS 
 










16. I had a good time. 








17. I felt like crying. 








18. I felt sad. 








19. I felt people didn’t like me. 








20. It was hard to get started doing things. 




































Please mark an x next to the word that shows how often each of these things happened to you within the 








1. I worry about things □ Never □ Sometimes □ Often □ Always 
2. When I have a problem, I get a funny 
feeling in my stomach 
□ Never □ Sometimes □ Often □ Always 
3. I feel afraid □ Never □ Sometimes □ Often □ Always 
4.  When I have a problem, my heart beats 
really fast 
□ Never □ Sometimes □ Often □ Always 
5.  I worry that something bad will happen 
to me 
□ Never □ Sometimes □ Often □ Always 
6.  When I have a problem, I feel shaky □ Never □ Sometimes □ Often □ Always 
 





    Response to Stress Questionnaire-RSQ-Child 
 
 



























































How often do you engage in the following activities when dealing with your parent’s cancer? 
 
Please circle only one response for each question. 
 
   
 I didn’t do 
this at all. 
I did this 
a little bit 






1. I put my trust in God. 1 2 3 4 
2. I seek God’s help. 1 2 3 4 
3. I try to find comfort in my religion. 1 2 3 4 
4. I pray more than usual. 1 2 3 4 
	
 











The next statements are about what people may think or believe. Remember, there are no right or wrong 
answers. Tell me how much you believe that … 
 












1.  One’s belief in God gives inner strength and meaning to 
life. 1 2 3 4 5 
2.  Parents should teach their children that the family always 
comes first.  
 
1 2 3 4 5 
3. Children should be taught that it is their duty to care for 
their parents when their parents get old.  
 
1 2 3 4 5 
4.  Children should always do things to make their parents  
happy.   1 2 3 4 5 
5.   No matter what, children should always treat their parents  
      with respect. 
  
1 2 3 4 5 
6.  Children should be taught that it is important to have a lot   
of money.  1 2 3 4 5 
7.  People should learn how to take care of themselves and    
     not depend on others. 
  
1 2 3 4 5 
8. God is first; family is second.  
1 2 3 4 5 
9.  Family provides a sense of security because they will  
     always be there for you.  
 
1 2 3 4 5 
10. Children should respect adult relatives as if they were 
parents.  1 2 3 4 5 
11.  If a relative is having a hard time financially, one should  
      help them out if possible.  
 
1 2 3 4 5 
12. When it comes to important decisions, the family should  
 ask for advice from close relatives.  
 
1 2 3 4 5 
 


















13. Men should earn most of the money for the family so 
women can stay home and take care of the children and 
the home. 
  
1 2 3 4 5 
14. One must be ready to compete with others to get ahead.
   1 2 3 4 5 
15. Children should never question their parents’ decisions.
  1 2 3 4 5 
16. Money is the key to happiness.  
1 2 3 4 5 
17. The most important thing parents can teach their children     
      is to be independent from others. 
 
1 2 3 4 5 
18. Parents should teach their children to pray.  
1 2 3 4 5 
19. Families need to watch over and protect teenage girls  
      more than teenage boys.   
 
1 2 3 4 5 
20. It is always important to be united as a family. 
  1 2 3 4 5 
21. A person should share their home with relatives if they  
     need a place to stay.  
 
1 2 3 4 5 
22. Children should be on their best behavior when visiting  
      the homes of friends or relatives.  
 
1 2 3 4 5 
23. Parents should encourage children to do everything better  
      than others.  
 
1 2 3 4 5 
24. Owning a lot of nice things makes one very happy. 
1 2 3 4 5 
25. Children should always honor their parents and never say  
      bad things about them. 
  
1 2 3 4 5 
26. As children get older their parents should allow them to  
     make their own decisions.  
 
1 2 3 4 5 
27. If everything is taken away, one still has their faith in  
      God.   1 2 3 4 5 
28. It is important to have close relationships with       
     aunts/uncles, grandparents and cousins.  
 
1 2 3 4 5 
 

















29. Older kids should take care of and be role models for their  
younger brothers and sisters.  
 
1 2 3 4 5 
30. Children should be taught to always be good because they 
represent the family.  
 
1 2 3 4 5 
31. Children should follow their parents’ rules, even if they 
think the rules are unfair.  
 
1 2 3 4 5 
32. It is important for the man to have more power in the   
      family than the woman.  
 
1 2 3 4 5 
33. Personal achievements are the most important things in  
      life.   1 2 3 4 5 
34. The more money one has, the more respect they should  
      get from others.  1 2 3 4 5 
35. When there are problems in life, a person can only count  
      on him/herself.  
  
1 2 3 4 5 
36. It is important to thank God every day for all one has.
  1 2 3 4 5 
37. Holidays and celebrations are important because the  
      whole family comes together. 
  
1 2 3 4 5 
38. Parents should be willing to make great sacrifices to make  
      sure their children have a better life. 
 
1 2 3 4 5 
39. A person should always think about their family when  
     making important decisions. 
 
1 2 3 4 5 
40. It is important for children to understand that their parents  
should have the final say when decisions are made in the 
family.  
 
1 2 3 4 5 
41. Parents should teach their children to compete to win.
   1 2 3 4 5 
42. Mothers are the main people responsible for raising 
children.  1 2 3 4 5 
43. The best way for a person to feel good about 
himself/herself is to have a lot of money. 
  
1 2 3 4 5 
44. Parents should encourage children to solve their own  
      problems.   1 2 3 4 5 
 












































45. It is important to follow the Word of God.  
1 2 3 4 5 
46. It is important for family members to show their love and   
      affection to one another.  
 
1 2 3 4 5 
47. It is important to work hard and do one’s best because this  
     work reflects on the family. 
 
1 2 3 4 5 
48. Religion should be an important part of one’s life.  
1 2 3 4 5 
49. Children should always be polite when speaking to any  
      adult.   1 2 3 4 5 
50. A wife should always support her husband’s decisions,  
     even if she does not agree with him.  1 2 3 4 5 
 












Here are some questions about your religious beliefs. Please circle one number for each question 













1. Religion is important in my day-to-day life. 
 
1 2 3 4 
2. I enjoy attending religious functions held by my 
religious or spiritual group. 
 
1 2 3 4 
3. I feel certain that God in some form exists. 
 
1 2 3 4 
4. When I need suggestions on how to deal with 
problems, I know someone in my religious or 
spiritual community that I can turn to. 
 
1 2 3 4 
5. I believe God will not give me a burden I cannot  
   carry. 
 
1 2 3 4 
6. During times of illness, my religious or spiritual  
    beliefs have been strengthened. 
 
1 2 3 4 
7. When I feel lonely, I rely on people who share my    
    spiritual or religious beliefs for support. 
 
1 2 3 4 
8. I have experienced a sense of hope as a result of my  
     religious or spiritual beliefs. 
 
1 2 3 4 
9. I have experienced peace of mind through my  
    prayers and meditation. 
 
1 2 3 4 
10. One’s life and death follows a plan from God. 
 
1 2 3 4 
11. I believe God protects me from harm. 
 
1 2 3 4 
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of the 
time 





12. Prayer or meditation has helped me cope during  
      times of serious illness. 
 
1 2 3 4 
13. I enjoy meeting or talking often with people who  
     share my religious or spiritual beliefs. 
 
1 2 3 4 
14.  I seek out people in my religious or spiritual  
       community when I need help. 
 
1 2 3 4 
15. I pray for help during bad times. 
 
1 2 3 4 
	
 







Measures for Parent with Cancer 
 
1. What is your date of birth (mm/dd/yyyy)?  __ __/__ __/__ __ __ __ 
 
2.  What is your current employment status? 
1. Employed for wages à  Fulltime ___ or Part-time ___ 
2. Unemployed because of cancer 
3. Unemployed for other reason  
4. Stay at home mom or dad 
5. Student 
6. Retired  
7. On medical leave or disability due to cancer 
8. On medical leave or disability for other reason  
9. Other (please specify)        
 
3. What is your total annual family household income? 
1. Less than $10,000  
2. Between $10,000 and $14,999 
3. Between $15,000 and $24,999 
4. Between $25,000 and $34,999 
5. Between $35,000 and $49,999 
6. Between $50,000 and $74,999 
7. $75,000 or more  
 
4. What is your current marital status? 
1. Married or in a long-term or partnered relationship 













       5. How many children do you have?     
 
6.   How many of these children live at home?     
 
7.   How many of these children living at home are under the age of 18 years-old?  
 
8.  What is the highest level of school you completed? 
1. Never attended school   
2. Elementary school or primary school 
3. Middle school or junior high school 
4. Some high school but no diploma 
5. High school graduate or GED 
6. Vocational or trade school graduate 
7. Some college, but no degree  
8. Associate degree in college 
9. Bachelor’s degree 
10. Master’s degree 
11. Professional or doctorate degree  
 










10. Seventh Day Adventist 
11. Unitarian/Universalist 
 






13. Other (please specify)_____________________________________  
 
10.  In what country were you born? __________________________________ 
 
 
11. If you were born outside the United States, how many years have you lived in the 
United States? ____________________years 
 
12.  Are you Hispanic or Latino? 
1. Yes 
2. No 
3. Don’t Know 
 






6. Puerto Rican 
7. Central American 
8. South American 
9. Other (please specify)     
 
14.  How would you describe your race? You can circle more than one. 
1. American Indian or Alaska Native 
2. Asian 
3. Black or African American 
4. Native Hawaiian or Other Pacific Islander 
5. White  
6. Other (please specify)     
 
 





15. What type of insurance do you currently hold? Circle one or as many as apply 
1. Charity Care 




6. SCHIP (CHIP/Children’s Health Insurance Program) 
7. Military health care (TRICARE/VA/CHAMP-VA) 
8. Indian Health Service 
9. State-sponsored health plan 
10. Other government program 
11. Single service plan (e.g., dental, vision, prescriptions) 
12. No coverage of any type 
13. Other (please specify)      
 
16. Why type of cancer has your doctor told you that you have?     
1. Bladder 
2. Breast cancer 
3. Colorectal Cancer 
4. Endometrial  
5. Kidney Cancer 
6. Leukemia 
7. Lung cancer 
8. Melanoma 
9. Non-Hodgkin Lymphoma 
10. Pancreatic Cancer 
11. Thyroid Cancer 











17. When you were first diagnosed, what was your cancer? 
1. Stage 1 
2. Stage 2 
3. Stage 3 
4. Stage 4 
5. Other (please specify)      
6. Don’t Know 
 
18. When were you diagnosed?   month   /year     
 
19. Please indicate which of the following treatments you have had in the past but not 
currently receiving? (Circle all that apply) 
1. Surgery  
2. Radiation  
3. Chemotherapy 
4. Hormone treatment  
5. Immunotherapy 
6. Transplant (organ, stem cell or bone marrow) 


























   Center for Epidemiological Studies Depression Scale (CESD-R) - Adult Version 
 
 
The following is a list of the ways you might have felt or behaved over the past two weeks.  Tell us how 
often you have felt this way during the past two weeks. 
 




 Rarely or 





Some or a 











Most or all of 
the time 
(5-7 days) 
1. I was bothered by things that don’t  




2 3 4 
2. I did not feel like eating; my appetite  




2 3 4 
3. I felt that I could not shake off the sad  
    feelings even with help from my  




2 3 4 
4.  I felt that I was just as good as other  




2 3 4 
5. I had trouble keeping my mind on  




2 3 4 
6. I felt depressed. 1 
 
2 3 4 
7. I felt that everything I did was an     




2 3 4 
8. I felt hopeful about the future. 1 
 
2 3 4 
9. I thought my life had been a failure. 1 
 
2 3 4 
10. I felt fearful. 1 
 
2 3 4 
11.  My sleep was restless. 1 
 
2 3 4 
12.  I was happy. 1 
 
2 3 4 
13. I talked less than usual. 1 
 
2 3 4 
 








































14.  I felt lonely. 1 
 
2 3 4 
15. People were unfriendly. 
 
1 2 3 4 
16. I enjoyed life. 1 
 
2 3 4 
17. I had crying spells. 1 
 
2 3 4 
18. I felt sad. 1 
 
2 3 4 
19. I felt that people dislike me. 1 
 
2 3 4 
20. I could not get “going.” 1 
 
2 3 4 
 
























Over the past two weeks, how often have you been bothered by the following problems? 
 













































































7.  Feeling afraid as if something awful might  



















Analyses with Respeto Value 
 Depressive Symptoms and Respeto. Table 12 presents the results for respeto and coping 
responses predicting depressive symptoms. Primary control coping was the only coping strategy 
that interacted with the respeto value. In addition to this one interaction, 6 out of the 7 models 
tested had a significant main effect of the respeto value, implying that a higher endorsement of 
the respeto value was associated with lower depressive symptoms.  
 Perceived Stress. Both the main effects of perceived stress and the respeto value were 
significant (B = 0.71, CI 95% [0.24, 1.18], p < .005; B = -8.41, CI 95% [-14.44, -2.37], p = 0.01) 
but the interaction effect was non-significant (B = -0.30, CI 95% [-0.95, 0.35], p = 0.37). Results 
suggest that on average higher perceived stress is associated with more depressive symptoms and 
higher endorsement of the respeto value is associated with lower depressive symptoms. These 
main effects were tested in models without an interaction term and the associations remained 
significant (perceived stress, B = 0.70, CI 95% [0.22, 1.18], p <. 005; respeto, B = -8.18, CI 95% 
[-14.36, -2.00], p = 0.01). 
 Primary Control Coping. The main effect of primary control coping, which involves a 
combination of problem solving and emotional approach coping, was non-significant, (B = 0.55, 
CI 95% [-0.15, 1.25], p = 0.13) but the main effect of the respeto value was significant (B = -
9.28, CI 95% [-15.90, -2.67], p = 0.01). In addition, the interaction effect was significant 
between the respeto value and primary control coping (B = -0.90, CI 95% [-1.69, -0.11], p = 
0.03), at lower levels of the respeto value, primary control coping is associated with more 
depressive symptoms and at higher levels of the respeto value the association is in the negative 
 





direction. See Figure E1 for display of the interaction effects between primary control coping 
and the respeto value.  
 
Figure E1. Interaction of primary control coping with the respeto value predicting depressive 
symptoms  
 The coping responses of secondary control, disengagement, involuntary disengagement, 
and religious roping only had significant main effects of the respeto value in the models with 
interaction terms. These main effects for the respeto value were further tested without an 
interaction term and the effects are as follows: secondary control coping (B = -7.11, CI 95% [-
13.20, -1.03], p = 0.02), disengagement coping (B = -6.54, CI 95% [-12.99, -0.08], p = 0.05), and 
religious coping (B = -7.71, CI 95% [-13.78 -1.64], p = 0.01). The main effect of the respeto 
value did not remain with involuntary disengagement coping (B = -5.46, CI 95% [-11.13, 0.21], 





















Priimary Control Coping 
Low Respeto (-2 SD) 
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 Anxiety Symptoms and Respeto. Results from the GEE models that examined respeto 
and coping responses predicting anxiety symptoms are presented in Table 14. The respeto value 
interacted with six out of the seven coping responses: perceived stress, primary control, 
secondary control, involuntary engagement, involuntary disengagement, and religious coping. 
Moreover, all seven of the models tested with the respeto value had a significant main effect, 
demonstrating a negative relationship between the respeto value and anxiety symptoms.  
 Perceived Stress. For perceived stress, both main effects were significant, perceived 
stress (B = 0.18, CI 95% [0.03, 0.32], p = 0.02), and the respeto value (B = -2.88, CI 95% [-4.63, 
-1.12], p = 0.001). The interaction effect was also significant between the respeto value and 
perceived stress (B = -0.27, CI 95% [-0.43 -0.10], p < .005), indicating that at low levels of the 
respeto value, perceived stress is positively associated with anxiety symptoms. This association 
is similar but weaker at higher levels of the respeto value. See Figure E2 for a display of the 
interaction effects between perceived stress and the respeto value with anxiety symptoms. 
 






 Figure E2. Interaction of perceived stress with the respeto value predicting anxiety symptoms  
 Primary Control Coping. The main effects of primary control coping - problem solving 
and emotional approach coping (B = 0.20, CI 95% [0.02, 0.37], p = 0.03) and the respeto value 
were both significant (B = -3.47, CI 95% [-5.10, -1.84], p < .001). The interaction effect was also 
significant between the respeto value and primary control (B = -0.44, CI 95% [-0.62 -0.27], p < 
.001), suggesting that at lower levels of the respeto value, primary control coping is positively 
associated with anxiety symptoms, but at higher levels of the respeto value primary control 
coping is negatively associated with anxiety symptoms. See Figure E3 for display of the 























Low Respeto (-1.5 SD)  
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Figure E3. Interaction of primary control coping with the respeto value predicting anxiety 
symptoms 
 Secondary Control Coping. For secondary control coping (efforts to indirectly adapt to 
the source of the stress), both respeto value (B = -2.09, CI 95% [-3.62, -0.56], p = 0.01) and 
secondary control coping (B = 0.37, CI 95% [0.19, 0.54], p < .001) were related to anxiety 
symptoms: Greater endorsement of respeto was associated with lower anxiety symptoms and 
greater use of secondary control coping was associated with higher anxiety symptoms. The 
interaction effect was also significant between the respeto value and secondary control coping (B 
= -0.04, CI 95% [-0.65 -0.16], p < .001), suggesting that at lower levels of the respeto value, 
secondary control coping was positively associated with anxiety symptoms. However, at higher 




















Primary Control Coping 
Low Respeto (-1.5 SD) 
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symptoms. See Figure E4 for display of the interaction effects between secondary control coping 
and the respeto value with anxiety symptoms. 
 
Figure E4. Interaction of secondary control coping and the respeto value predicting anxiety 
symptoms 
Disengagement Coping. Disengagement coping involves efforts to avoid or suppress the source 
of stress and emotional responses through relinquished control of engagement with the stressor. 
As displayed in Table 14, disengagement coping had a significant main effect (B = 0.15, CI 95% 
[0.05, 0.25], p <. 005), on average greater use of disengagement was associated with more 
anxiety symptoms. The respeto main effect was also significant (B = -1.62, CI 95% [-3.26, -
0.03], p = 0.05); greater use of respeto was associated with less anxiety symptoms. There was a 
non-significant interaction effect (B = 0.09, CI 95% [-0.03, 0.21], p = 0.14). In a model tested 
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95% [-3.14, -0.02], p = .05) but the main effect for disengagement coping did not remain 
significant (B = 0.12, CI 95% [-0.01, 0.25], p = 0.07).  
 Involuntary Engagement Coping. Involuntary engagement includes coping responses 
that involuntary engage individuals with the stressor. The main effect of involuntary engagement 
coping was significant, (B = 0.19, CI 95% [0.10, 0.28], p < .001) and the main effect of respeto 
was significant (B = -1.03, CI 95% [-2.07, 0.02], p = 0.05). The interaction effect was also 
significant between the respeto value and involuntary engagement coping (B = -0.16, CI 95% [-
0.26, -0.06], p < .001), indicating that at low levels of the respeto value involuntary engagement 
coping was positively associated with anxiety symptoms, but for those that held high levels of 
the respeto value, involuntary engagement coping was negatively associated with anxiety 
symptoms. See Figure E5 for display of the interaction effects between involuntary engagement 
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Figure E5. Interaction of involuntary engagement coping with the respeto value predicting 
anxiety symptoms 
 Involuntary Disengagement Coping. Involuntary disengagement coping encompasses 
automatic stress responses that disengage an individual from a stress. The main effect of 
involuntary disengagement coping (B = 0.19, CI 95% [0.09, 0.30], p < .001) and respeto (B = -
1.09, CI 95% [-2.18, -0.00, p = 0.05) were both significant. The interaction effect between the 
respeto value and involuntary disengagement coping was also significant (B = -0.29, CI 95% [-
0.46, -0.13], p < .001), indicating that at lower levels of the respeto value involuntary 
disengagement coping was positively associated with anxiety symptoms, but at higher levels of 
the respeto value involuntary disengagement coping had little to no effect on anxiety symptoms. 
See Figure E6 for a display of the interaction effects between involuntary disengagement coping 
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Figure E6. Interaction of involuntary disengagement coping with the respeto value predicting 
anxiety symptoms 
 Religious Coping. In the model with religious coping the respeto value was significant (B 
= -2.21, CI 95% [-4.10, -0.32], p = 0.02) but the main effect of religious coping was non-
significant (B = 0.06, CI 95% [-0.27, 0.39], p = 0.71). The interaction with respeto was 
significant (B = -0.50, CI 95% [-0.88, -0.12], p = 0.01), suggesting that at higher levels of the 
respeto value, religious coping is negatively associated with anxiety symptoms, but at lower 
levels of the respeto value religious coping is positively associated with anxiety symptoms 
(Figure E7).  
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